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The cases we have here are interesting more because they 
are common than because they are rare, of which latter the general 
practitioner sees very few and the reporting of which would help 
him very little. The cases noted were nearly all sent by general 
practitioners and it may be useful as well as interesting to hear 
what became of them. All the cases which came in January, 
1902, were reported in the Canada Medical Record and those of 
February, 1902, in the Vermont Medical Monthly for September 
and October respectively. 


SCLEROTIC OVARIES. 


Miss B., aet. 24, was sent in by Dr. F. Wilson for severe and 
persistent pains in both ovarian regions and in the back, for 
which he had been attending her for three months without re- 
lief. As.she was a servant girl depending on her work for her 
living and as she was unable to keep a situation on account of 
her suffering, we felt that it was necessary to remove her ovaries 
in order to restore the ability to work; apart from the history of 
three months of severe suffering, she said she had suffered with 
the periods so that she had been almost a chronic invalid since 
they began (at 18 years of age.) By bimanual palpation they 
were found very small and hard and the uterus was inclined to 
fall backwards. Moreover the fact that menstruation had come 
on so late and had always been so scanty pointed to the fact 
that the ovaries were ill developt. Two days later the abdomen 
was opened and both tubes and ovaries were removed except a 
small piece of the right one, which was left in order to pre- 
vent her from suffering from the premature menopause.  Al- 
tho I am still a little doubtful about the wisdom of keeping 
up menstruation in such cases I am still doing it until I have 
further evidence of its inadvisability. Those from whom I re- 
moved all the ovarian tissue have given me, on the whole, more 
satisfaction. In married women perhaps it is more necessary to 
prevent the menopause, but for single girls who have to earn 
their living I think it would be better to put a stop to menstru- 
ation. The uterus in this case was fastened up with two chro- 
macised catgut ligatures and she made an excellent recovery. On 
examining the ovaries afterwards they were found to cut like 
cartilage, being completely sclerosed or converted into fibrous 
tissue. Nothing has been heard from this patient since her leav- 


ing the hospital. 
CANCER OF FUNDUS. 


Mrs. E., aet. 50, widow, was sent in by Dr. Harvey for cancer 
of the uterus; which diagnosis he was clever enough to make on 
the one symptom of hemorrhage coming on one year after the 
menopause. The result of his promptness was that the operation 
of vaginal hysterectomy was exceedingly easy and there was 
no hemorrhage, the clamps being removed in two days and 
the patient being up in ten days. There was a little unpleasant 
odor about a week later, due to the crusht tissue coming away, 
for which she had a few permanganate douches. On cutting 
open the uterus the cause of hemorrhage was found in a cancer- 
ous ulceration the size of a silver quarter dollar near the left 
cornu, which had eaten half way thro the uterine wall. This 
patient has been seen since and is in excellent health. I have 
no doubt whatever that her life has been saved by Dr. Harvey’s 
promptness in sending her in for operation. 


MULTIPLE OPERATIONS. 

Mrs. B., aet. 32, was sent in March 2d, by Dr. Robertson, 
from the Montreal Infirmary. She had a bad labor with her first 
and only child several years ago, since which she has never been 
well. She was suffering from dysmenorrhea, menorrhagia, pain 
in coitus and on locomotion and had all the usual reflex symp- 
toms of lacerated cervix and retroversion. As the uterus could 
not be put up, after several attempts bimanually, and with the 
sound used very gently, we decided to: ist, Dilate; 2d, Curet; 
3d, Amputate the cystic and eroded, lacerated cervix; 4th, Repair 


the perineum; 5th, Remove the ovaries and tubes; 6th, Fix the 
fundus uteri to the abdominal wall. These operations were all 
done at once on the fifth of March, the time required being an 
hour and ten mnutes, including cleaning up the vagina and per- 
ineum and the abdomen, and changing the tables. I am a firm 
believer in doing all there is to be done at once, as the patient is 
terribly disappointed when she finds she has to undergo a sec- 
ond operation or series of operations. By having well trained 
assistants and observing absolute silence a great deal of valuable 
time can be saved and in most cases the woman can stand the 
above six operations and even the removal of the appendix, be- 
sides which it only takes an extra ten minutes. This patient 
made a good recovery and is now entirely free from all the pains 
and aches from which she formerly suffered. I might add that 
during the last ten years it has been very rare for any of these 
operations to turn out unsatisfactorily. During recent inquiries 
from the doctors who have seen the cases since as well as from 
those who came regularly to report at the hospital, it is very 
exceptional for the woman not to be completely cured, the only 
ones being those who will not allow me to remove both ovaries 
even if I think it better to do so. 


DYSMENORRHEA. 


Miss C., aet. 20, came in March 5th, and was dilated and 
curetted and has been better of her dysmenorrhea ever since. 


HYSTERECTOMY. 


Mrs. B., aet. 50, was sent in on the 7th of March by Dr. 
Smythe for cancer of the uterus; he deserves the credit of mak- 
ing the prompt diagnosis on his first visit to her, simply because 
she had ceast to menstruate last July and then had 1 severe hem- - 
orrhage about the 1st of March. Vaginal hysterectomy was per- 
formed two days after her admission and the somewhat enlarged 
uterus was found to have cancer above the internal os, entirely 
potent bo the body of the uterus; so that the prognosis is very 

‘avorable. 


PREGNANCY AFTER VENTROFIXATION. 


Mrs. R., aet. 25, was sent in by myself on the 13th of March 
from the Montreal Infirmary. She was a very poor woman who 
had four children in four years but had so much pain and bear- 
ing down that she could not walk upstairs without holding the 
abdomen with her hands. I removed the ovaries and tubes with 
the exception of a small piece of one ovary, which was’ left to 
keep up menstruation, and did ventrofixation, and from which 
she made a good recovery and has been lately the picture of 
health. Since writing the above the patient came to the Mon- 
treal Dispensary stating that she felt as if she were pregnant 
and that she understood that she would have no more children. 
On examining her I found her to be about three months ad- 
vanced in pregnancy. As it is eight months since ker operation 
she could not have been pregnant before the operation. The 
only explanation I can give is that the cut-off tube has opened 
up again after the ligature was absorbed. It will be interesting 
to watch the case thru her pregnancy and confinement. As a rule 
I do not perform ventrofixation unless the ovaries and tubes are 
diseased and adherent; but in half a dozen cases at least in which 
I found it possible to save an ovary and tube and in which preg- 
nancy has followed, the confinements have been perfectly normal, 
— to the reports of the various doctors who attended 

em. 
RETROVERSION. 


Mrs. G., aet. 41, was sent in on the 13th of March by my- 
self. She had been a great sufferer for many years and her nerv- 
ous system was so affected by retroversion and lacerated cervix 
that her husband could hardly live with her. She had been under 
my care for over a year and was in the Samaritan Hospital a year 
previous, at which time I wanted to remove her ovaries. But 
tho she had had nineteen children they were all dead and she 
was anxious to have a living one. She was loth to part with her 
ovaries, so I did dilatation, curetting, repair of lacerated crevix 
and Alexander’s operation instead of ventrofixation, because I 
could put the uterus up. This case was a failure at that time, 
so after treating her diseased ovaries for one year at the dispen- 
sary without benefit I persuaded her to come back and have them 


removed. On the 16th of March, 1902, the abdomen was opened 
and then I found adhesions so slight as not to pull the uterus 
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backwards but enough to keep up a steady drag on it when it 
was replaced. This is the principal cause of failure when short- 
ening the round ligament does not cure the retroversion; so I have 
laid down the rule never to do it if there is the slightest doubt 
as to the movability of the uterus. Nevertheless, I have been 
two or three times mistaken as in this case and have had to do 
a ventrofixation later. The ovaries and tubes were removed and 
the uterus fixated. She made a good recovery and has _ beea 
heard from since “ever so much better,” in her own words. 


UMBILICAL HERNIA. 

Miss McG., aet. 82 (Hospital number 790), with umbilical 
hernia, was sent in on the 18th of March by myself. She had 
also inflammation of the uterus and vagina, but no discharge, 
and I hoped that by giving her hot douches during the time she 
was convalescing from her operation she would be cured of all 
her troubles. In this, however, I have been disappointed; and 
were she not such an enormously stout woman I would advise 
removal of the ovaries. But I have always tried to get the weight 
reduced before undertaking any very serious operation. I have 
her on a limited diet and am gradually inducing her to take ex- 
ercise. Many of the patients who are too sore to walk around, 
sit all day eating to keep up their strength, but the more they 
eat under such conditions, of course, the weaker they get. 


VENTROFIXATION. 


Mrs. B. (Hospital number 791), aet. 36, was a heavy woman; 


complaining of “falling of the womb” sent in by Dr. McNamara. 
She was quite unable to do any work and was becoming a chronic 
invalid. I curetted and amputated the cervix, but two weeks 
later I found the uterus still down and she was persuaded to 
have ventrofixation done two weeks later, with good results, with 
the exception that her convalescence was somewhat retarded by 
a buried silkworm gut stitch, used for attaching the uterus to 
abdominal wall. Altho the suppuration of silkworm gut only oc- 
curs in about ten per cent of the cases in which it is buried, 
still since May, 1902, I have completely given up the use of buried 
silkworm gut and gone back to the use of my old favorites, iron 
dyed, black silk soakt in saturated solution of iodoform in ether. 
The silk is made for me at a very small cost by the Belding Paul 
Company of Montreal. 
CURETTING. 

Mrs. B., aet. 32, (Hospital number 792), was sent in by Dr. 
Vipard, who was called to her the day before her profuse hem- 
orrhage following miscarriage; he also found a high tempera- 
ture; we curretted her and washt out the uterus and applied 
iodine and carbolic on a swab to the inside of the uterus and 
then packt firmly with gauze. As a rule I am not in farov of curet- 
ting after every miscarriage as I think that most of the women 
get along very well if kept clean and in bed. But when there 
is bleeding keeping up for more than ten days I always curet. 
The iodine and carbolic application closes up the pores of the 
uterine cavity and the packing sets up reflex contractions of the 
uterus which greatly help to restore it to its normal size. This 
woman went out in a week but was advised to stay another week 


in bed at home. 
TRACHELORRHAPHY. 


Mrs. A., aet. 23, (hospital number 793) was admitted on the 
26th of March for curetting and operation for lacerated cervix 
under Dr. Field; she had a good recovery and is pregnant again. 


VENTRAL HERNIA. 

During the month of April 16 cases were admitted, but I 
will only mention a few of the most interesting ones. Mrs, M., 
aet. 30, (hospital number 700) was admitted April 1st for ventral 
hernia following an operation for appendicitis done two years ago 
at another hospital. I have had quite a number of such cases 
from the same hospital due to the custom of removing the stitches 
in six and seven days and also to allowing the patient to get up 
in a week or two without any abdominal supporter. I have had 
no hernia following any of my cases since many years, which I 
attribute to leaving the stitches in for twenty-one days and keep- 
ing all abdominal sections in bed three weeks. In this case I put 
in a row of buried silk-worm gut stitches and a superficial run 
of catgut; and the result was excellent. 

OOPHORECTOMY. 

Mrs. P., widow, aet. 57, (hospital number 801) was sent in 
by Dr. Wellington of East Watley. She had been a sufferer for 
many years, altho trying to earn her living by running a board- 
ing house. She had many attacks of cystitis and pelvic periton- 
itis, for which she had been curetted without an anesthetic. I 
was not surprised to find cirrhotic ovaries buried in layers of 


dense adhesions. I expect it will take nearly a year for her to 
regain her health. 
VENTRAL HERNIA. 


Mrs. F., aet. 36, (hospital number 802) was admitted April 
9 for ventral hernia following operation at a hospital in Boston, 
due to an early removal of stitches. In this case I also used bur- 
ied silk-worm stitches for the fascia and temporary skin sutures, 
All healed by primary union. 


AMPUTATION OF CERVIX. 


Mrs. A., aet. 33, (hospital number 805) was sent by Dr. Gurd. 
She was shattered in health, owing to a lacerated cervix, which 
in turn caused retroversion, and as the cervix was very long I 
removed almost an inch of it by my new method, which leaves 
a primary union so neat that it is almost impossible to detect the 
line of incision. This patient made an excellent recovery. 


OVARIOTOMY. 


Another interesting case for April was an Indan woman who 
had a large monolocular ovarian cyst removed. Cystic tumors 
of the ovaries are now rarely seen in hospitals because the ovar- 
ies which would eventually become large cysts are nearly all rec- 
ognized and removed while they are still very small. I believe 
as the back country gets more settled and as the inhabitants be- 
come able to support a modern young doctor the latter will dis- 
cover all these beginning ovarian tumors while they are yet quite 
— so that a twenty pound tumor will hardly ever be seen 
again. 


SOME OPERATIONS ON PREGNANT WOMEN. 
BY T. K. HOLMES, M. D., CHATHAM, ONT. 


Pregnant women often bear surgical operations well. Re- 
cently, several cases have come under my care that have encour- 
aged me to deal with these complications in a radical way, and 
with well founded hopes of success, such as would not have been 
entertained a few years ago. The following may be of interest: 


APPENDICITIS COMPLICATING PREGNANCY. 


A woman, 30 years of age, had been ill a couple of weeks, but 
had not consulted a medical man. There had been a chill at first, 
and fever had been thought to be present more or less every day 
thereafter until the final attack (on the twelfth day after the chill) 
that nearly ended her life: during these days also, there had been 
some pain and tenderness in the right iliac fossa. She was four 
months pregnant. On the morning of the twelfth day of illness 
she was attempting to sweep, when a sudden pain in the ab- 
domen caused: her to sink upon the floor. She was lifted to a 
bed and Doctors Wright and Millen, of Wheatley, sent for. They 
found her in great pain and suffering from shock. There was a 
decided fulness on the right side of the uterus, perceptible on the 
outside of the abdomen; but it gradually grew less and, in a few 
hours, disappeared altogether in the general fulness that be- 
came apparent over the whole abdomen. The physicians quite 
reasonably decided that it was a ruptured tubal pregnancy, and 
Doctor Wright telegrapht me to operate. 

I saw her about 4 p. m., and on opening the abdomen in the 
median line was surprised to see a copious discharge of thin, 
watery pus, and on searching for its origin located it at the 
appendix, which was discovered to be bent sharply on itself and 
in an advanced stage of gangrene! It was removed and the en- 
tire abdomen flusht; a drainage tube inserted and the incision 
closed. The patient recovered and was eventually delivered at 
full term of a healthy boy. 


FIBROID TUMOR COMPLICATING PREGNANCY. 


A patient of Dr. Delwar, of Windsor, who had not been well 
for several months, a temperature of 100 daily, with pulse 90 to 
110, and general malaise. When I examined her she was four 
months pregnant with a mass on the right and somewhat behind 
the uterus, tender and immovable, and in position to prohibit la- 
bor at term. I was inclined to believe it to be a pelvic abscess 
with very thick walls. We took her to Harper Hospital, Detroit, 
for the operation. The mass proved to be a solid fibroid tumor of 
the right side of the uterus very near to the junction of cervix 
and body. It was enucleated by splitting the capsule and clos- 
ing the cavity by a continuous suture. There was a good deal 
of vomiting but she made a good recovery and was delivered 
at full term without trouble. 
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OVARIOTOMY DURING PREGNANCY. 


This patient, aged 30, of previous good health, mother of two 
children, consulted me on account of a tumor in the right 
side of the abdomen, large as a good-sized cocoanut. She was 
four months pregnant, and the tumor gave her much pain and 
discomfort. Presuming it might prove troublesome during labor 
I decided on removal. On opening the abdomen we found an 
ovarian cyst with a long pedicle. Recovery was rapid and she 
carried the child to full term and was delivered without any un- 
usual occurrence. 

PORRO OPERATION FOR FIBROIDS. 

Patient, 40 years old, married eight months, of previous gooa 
health, was referred to me by Dr. McKenzie, of Kingsville. Ex- 
amination revealed an irregular uterine fibroid, the uterus filling 
the pelvis and extending above the umbilicus. There were symp 
toms of pregnancy, but the most urgent distress arose from pres- 
sure symptoms. 

On opening the abdomen great difficulty was experienced in 
getting the mass out of the pelvic cavity sufficiently to secure 
the uterine vessels; and it was only by employing pressure from 
below upwards, thru the vagina, traction being made at the same 
time from above by means of volsellum forceps, that this was 
accomplisht. After complete hystero-myomectomy had been 
performed, examination of the uterus revealed a four months’ 
fetus. There was considerable shock for a few hours, but she 
rallied well under the influence of saline transfusion and made 
an excellent recovery. 

UTERINE FIBROIDS WITH TUBAL PREGNANCY. 

Patient of Dr. Davis, of Kent Bridge. She was a young 
woman of healthy appearance, married only a few months. Af- 
ter missing one menstrual period by about fourteen days, she was 
attackt with pain and flowing, and soon after there was discharg- 
ed which was thought to be decidual membrane. These symptoms 
continued for a couple of weeks, when there appeared, in addi- 
tion, a slight rise of temperature and great nausea. Examination 
revealed a solid mass behind and to the right of the uterus; and 
the cervix was pusht to the left and upwards behind the pubes. 
A diagnosis of extra-uterine pregnancy was made, and she read- 
ily consented to an operation, which was performed as soon as 
complete preparation could be made. 

On opening the abdomen there were found, in the walls of 
the uterus, seven fibroids, varying in size from a walnut to a 
large orange, when it was at once decided to remove the whole 
organ. On dividing the cervix the portion of soft bloody tissue 
was caught in a piece of gauze and the wound thus prevented 


‘ from infection. After removal the uterine canal was split open and 


the fetal mass found partly in the right tube and partly intersti- 
tial, occupying the adjacent wall of the uterine body. Recovery 
was satisfactory in every way. 


MYOMECTOMY DURING PREGNANCY. 

Patient, 84 years old, consulted Dr. Hanks, of Blenheim, who 
found her four months pregnant with a tumor of the right iliac 
fossa. On operation this was found to be myoma of rather 
soft nature, but was enucleated without difficulty, leaving the 
pregnant uterus. It was impossible, in closing the wound in 
the uterus, to control all oozing, as the tissue was so vascular 
that at every puncture of the needle it bled freely. After much 
delay, and when the hemorrhage seemed to have stopt, I closea 
the abdomen without drainage, and for a month all went well. 
At the end of that time labor pains came on and she miscarried. 
Again all went well for nearly another month, when she was 
suddenly seized with most violent abdominal pains, and vomiting 
became persistent, accompanied by extreme tympanites. These 
symptoms developt so severely and suddenly that it was de- 
cided to reopen the abdomen to ascertain the cause thereof, 
and if possible to afford relief. As soon as the anesthetic was 
begun, her condition became so alarming that it could not be con- 
tinued and the operation was abandoned. She sank rapidly and 
died four hours later. Permission for an autopsy could not be 
obtained. 

All surgeons who have had experience in the performance of 
myomectomy know what great care is necessary in closing the 
wound in the uterine wall so as to completely arrest bleeding. 
In a pregnant uterus the difficulty is greatly increast and es- 
Specially in a case like the last, where every prick of the needle 
causes persistent hemorrhage. It is impossible to determine with 
certainty the cause that induced fatality, but-it may have been 
from slight hemorrhage, which afforded a medium for bacterial 
infection. 

As a result of my experience I believe that unless a fibroid 
occupy a position that would render delivery at term impossible, 
it is better not to interfere until after the puerperium. 


A MEDIASTINAL TUMOR.* 
BY G. E. DEWITT, M.D., WOLFVILLE, NOVA SCOTIA. 


Tumors of the mediastinum are of sufficient importance to 
warrant report of this case: 

Mrs. E. N. A., was seen May 18, 1901. For sixteen years she 
had been in excellent health until early in 1901, when she had 
la grippe. Since then she had occasional attacks of difficult 
breathing with a hard, dry cough. She had ‘lost much flesh. At 
time of examination the face bore marks of distress—pale and the 
skin of a dusky yellow hue; breathing labored and asthmatic; 
bowels constipated and digestion impaired; expectoration frothy 
and scanty. Examination of the chest revealed dry rales in the 
upper portion of the front and back of right lung; slight dullness 
on percussion in the upper part of right mediastinum and in the 
back of right lung. The heart and blood vessels gave no indica- 
tions of disease. Thus far, and excluding aneurism, my impres- 
sion was that she had contracted tuberculosis from her husband, 
who was a victim of the disease; but on subjecting the patient 
to a more thoro examination, I found an enlarged gland, hard to 
the touch and movable, beneath and a little above the right clav- 
icle, which appeared to be about three-fourths of an inch in dia- 
meter. On the opposite side corresponding to the location of the 
enlarged gland on the right, was another about half the size of 
the former. The glands of the right and left axillae were also 
slightly enlarged. 

Dr. W. W. Chipman, of Montreal, saw the case with me on 
the following day, and after a careful examination concluded thar 
the case was malignant, in all probability lymphosarcoma. For 
about a week after Dr. Chipman saw the case with me, the pa- 
tient’s symptoms seemed to be arrested, the violent paroxyms of 
dyspnea had ceast; she slept well and ate well. But the par- 
oxysms soon returned with renewed severity; the dry brassy cough 
increast. The inhalation of hot vapor, morphine hypodermical- 
ly, and the inhalation of amyl nitrite (all of which had been used 
from the first), were again resorted to. The inhalation of hot 
steam and morphine hypodermically were the two agents that 
gave the most relief. 

Three months and ten days after my first visit the patient 
died. At the autopsy, on both sides of the sternum and behind 
the manubrium were found enlarged masses of lymph glands and 
lymph tissue. The enlarged and diseased glands pressing on the 
trachea were evidently a cause of the dyspnea. The glands and 
lymphatics were diseased down the whole length of the medias- 
tinum, the diseased tissue being of a decidedly yellow hue. The 
upper portion of the right lung was slightly involved with the 
disease. The heart and blood vessels were normal in appearance. 
The liver and spleen were enlarged. 

The specimen of the diseased mass sent to Dr. Chipman in 
Montreal, was found to be undoubtedly lymphosarcoma. 

Evidence has been adduced at times to lead some of the mem- 
bers of the profession to believe that a close relation exists be- 
tween lymphosarcoma and tuberculosis. A copy of the British 
Medical Journal of December contains.a report of the proceedings 
of the Pathological Society of London, in which this phase of the 
question was ably discusst by the members of the society, but 
with the result that while the tubercle bacilli were found in 
lymphadenoma or lymphosarcomatous glands, they were genet- 
ally regarded as secondary to the enlarged glands, the enlarged 
gland simply being more susceptible to the bacillus than the nor- 
mal gland. Since attending the case I have reported, I have had 
the opportunity of seeing several cases of Hodgkin’s disease in 
Johns Hopkins Hospital, most of which gave symptoms similar 
to those I have described; dyspnea, a ringing brassy cough, 
scanty expectoration, and emaciation. I also had the opportunity 
of seeing the glands of several lymphosarcomatous cases exam- 
ined in the laboratory of the same hospital during the past win- 
ter. Where histologically the general plan of the gland was abol- 
isht the number of lymphocytes was diminisht; the stroma had 
undergone hyperplasia and the endothelial cells proliferation; but 
— cases of undoubted lymphosarcoma tubercle bacilli did not 
exist. 


HISTORY OF LAVAL UNIVERSITY. 

La Revue Medicale du Canada for Dec. 10 is a notable num- 
ber, devoted to the 25th anniversary of the establishment of La- 
val University in Montreal. Half-tone pictures of members of 
the medical faculty and of various hospitals under their con- 
trol add greatly to the value of the journal as a souvenir of the 


event. 
*Synopsis of a paper read before the Maritime Medical Association. 


| 
| 
{ | 
| 
' | 
{ 
} 
i 
| 
} 
| 
H 
aan 
i 
t 
) 
r | 
8 
| 
a 
y | 
| 
v 
d 
| 
| 
n, 
n- 
ir 
d 
| 
t, 
of | 
x 
et 
| 


114 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


SUGGESTIONS IN THE TREATMENT OF ADVANCED 
MALIGNANT DISEASES OF THE UTERUS.* 


BY ERNEST A. HALL, M. D., VICTORIA, B.C. 
Fellow of the British Gynecological Association. 


Those of you who have come in contact with cases of ad- 
vanced malignant disease of the uterus will agree with me that 
of all conditions submitted to surgical treatment this has proved 
the most disappointing. It is withal a minor chord that we are 
compelled to strike in the discussion of this matter. After many 
attempts with the most elaborate methods the surgeon must often 
admit defeat, and is able to offer only methods of palliation. 

It is not my purpose to attempt an analysis of the various 
pathological conditions groupt under the term malignancy, neither 
to discuss theories of origin or perpetuation, but to endeavor to 
offer some suggestions that may add to the therapeutics of this 
distressing condition. 

J. Halliday Croom states that there are at least 8,000 women 
(and probably a great many more) suffering from uterine cancer 
in the United Kingdom, and of all women who die of cancer one- 
third die from cancer of the uterus. In speaking of vaginal hys- 
terectomy undertaken for cancer of the uterus selected even fron 
the most favorable reports, he says: “I have been unable to show 
a prolongation of life or indeed an easier death.”** 

The apparent increase of this condition, in certain parts of 
our Province, is not without apprehension—suflicient in fact to 
demand the attention of the Provincial Health department—and 
if we can, thru a free discussion, elaborate any addition to our 
armamentarium, this meeting of the British Columbia Medical As- 
sociation will be fulfilling one of the highest functions of medical 
associations. 

It is a trite saying, that these cases come to us too late. It 
is these late cases that I wish to discuss. In order that I may 
not be misunderstood, I will classify the late classes as those 
(aside from papilloma of the cervix) which are characterized by 
ulceration with copious discharges, and which can be diagnosed 
by gross visceral, or digital examination, as distinct from those 
with less definite symptoms, in which curet and microscope are 
necessary for diagnosis. Cases with the condition practically 
confined to the endometrium, I will dismiss with the statement 
that they are amenable to complete hysterectomy (either vaginal 
or abdominal, or the two combined), the proportion of perfect 
cures varying with the skill of the operator. 

Pozzi says ‘“‘the more limited the disease, the more extensive 
the operation.” In cases where the disease is confined to the 
cervix, a wide section with the galvano-cautery knife might be 
considered; but the engrafting of the cancer elements upon the 
raw surfaces can hardly be prevented, which will cause a re- 
turn of the growth in the cicatrix. 

Now, what can we do with the great proportion cf cases who 
have been lead to consult us from the foul discharge, and pro- 
gressive pain? 

The answer will of course depend upon the condition. We 
must remember that malignant disease frequently increases rapid- 
ly in grewth after being fholested—probably on account of the 
opening up of fresh foci of absorption and irritation of the lym- 
phatie elements, with consequent increast activity of the malig- 
nant cellular elements. For this reason, deep curetting is to be 
avoided; only the necrosed tissue must be removed. It is bet- 
ter, first, to apply caustics, which coagulate and destroy, thus 
sealing up the vessels. If there is periuterine infiltration, with 
any limit to the movement of the uterus or if the vagina and re- 
gion of the bladder be affected, there is nothing to be done be- 
yond the local cleansing, application of caustics, and _ general 
measures to relieve suffering. 

Surgical measures, other than mild curetting, are absolutely 
contra-indicated, in such extensive involvement. The patient 
will live longer, and suffer less discomfort, than when radical 
operative measures are attempted. 

Inoculation of the combined toxins of bacillus prodigiosus, and 
erysipelas has not thus far been successful. 

The X-Ray has relieved pain, but we have secured nothing 
more, so far, in these cases, from its application. 

It has remained to Massey to give us a treatment that ap- 
parently meets the indications in cases where the disease is still 
confined to the uterus and cervix, and also applicable, surgically, 
in all cases where radical measures are of assistance. His treat- 
ment is based upon the fact that during the passage of a gal- 
vanic current thru the body decomposition of compound chemical 
bodies is caused—the acids accumulating at the positive pole and 


*Presented at meeting of British Columbia Medical Association. 
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the alkalis at the negative pole; also, there is the actual trans- 
mission of liquids and solids (in solution) in the direction of the 
current: “anodal affusion.” This can be shown by.an experiment: 
Place two porous cups, equally filled with water, in a pan of wat- 
er of the same depth; then pass the galvanic current, by placing 
one pole in each cup; in a few minutes, the water in the positive 
cup will be lowered, while the water in the negative will be high- 
er. With a zine or copper positive electrode placed in contact 
with the diseased uterine tissues, and the negative attacht to a 
large abdominal electrode the oxychloride of mercury and zine (or 
copper) is formed, which is transmitted thru the tissues toward 
the opposite pole. Thus we obtain greater activity with the nas- 
cent chlorides, and a greater degree of penetration than by the or- 
dinary method of topical application. Massey says “the radiating 
stream of mercuric oxychlorides will be diffused to a considerable 
distance in decreasing density, depending in extent on the amount 
and duration of the current, and will produce a zone of steriliza- 
tion in the cancer cells which succumb, while the normal cells 
show a metre irritative action.” 

The current required for the application of this treatment 
can easily be obtained in cities where the Edison direct current. 
is used, otherwise a galvanic battery of from 20 to 50 cells will 
be necessary. The current which I use is a 500 volt direct, sup- 
plied by the B. C. Electric Ry. Co. By passing it thru a bank of 
lamps, it is reduced to 100 volts; then thru a graduated rheostat, 
with a milliamperemeter in the circuit. I use electrodes (prefer- 
ably zine), with a surface of 9-12C. and a felt abdominal electrode 
of 800C. The positive electrode must be sterilized by boiling; the 
zine portion dipt in mineral acid, then into metallic mercury, 
then wrapt with cotton saturated with bichloride of mercury, 
and inserted against or into the uterus. With both electrodes in 
position, the current is gradually turned on to the extent of the 
patient’s ability to bear, generally from 50 to 150 M. A., and con- 
tinued for twenty or thirty minutes. This may be done daily if 
the patient can endure it. A removal of the fetor, and a cessa- 
tion of the discharge are at once noticed, with a blanching of the 
surfaces and an apparent check in the growth. But of course a 
cure cannot be thus secured in these late cases—merely prolonga- 
tion of life and diminution of discomfort. 

To what extent must we rely upon the report of the mi- 
croscopist? To follow the Johns Hopkins’ clinic, one would be led 
to the opinion that the pathological report is all but infallible, 
but Hunter Robb reports the examination of the scrapings from 
100 cases, and he found that in 95 he was unable to make a posi- 
tive diagnosis by the microscope. And Coe says: “In younger wow- 
en in the prime of life, with irregular hemorrhages, where we 
suspect malignant disease—unless the history is very strong—we 
should consider the case as doubtful, until proven by the micro- 
scrope. But in women of advanced years with a fairly well markt 
history, especially of obstinate, atypical bleeding when we re- 
move material that is of a suspicious character, we are justified 
in making a diagnosis of malignancy, even tho the miscroscope 
throws no positive light upon it.” 


TREATMENT OF ENLARGED PROSTATE.* 


BY GEO. EK. ARMSTRONG, M. D., MONTREAL, QUEBEC. 
Associate Professor of Clinical Surgery in McGill University. 


Very markt enlargement of the prostate may exist without 
decided symptoms; very annoying symptoms may be _ present 
without any very great enlargement of either the vesical or the 
rectal portions of the gland. 

The claim of the French school, represented by Guyon, that 
the hypertrophy is part of a general condition of senility in which 
arterio-sclerosis is a prominent feature, is not, I think, very gen- 
erally accepted. Certain it is that in the presence of prostatic 
hypertrophy there is markt loss of power in expelling the urine, 
altho a full-sized catheter may be passt without difficulty. So 
much is this the case that I have sometimes wondered if the 
nerve supply to the muscles of the bladder is not early involved. 
The mechanical obstruction so easily overcome by even a soft 
rubber catheter can scarcely be regarded as the sole cause of 
checking the outflow. But, whatever the cause the indications, at 
any rate so far as we understand the condition, are to lessen the 
size or remove altogether the prostate gland. 

After reading McGill’s paper, publisht in 1889, I adopted his 
method and removed thru a suprapubic incision more or less of 
the prostate in nine cases. At first I removed only portions of 
the middle lobe by means of scissors, but in the last six cases 
operated upon by this method I simply made a small incision 


“Abstract of article in Philadelphia Medical Journal, Dec. 27, 1902. 
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thru the mucosa and inserting my finger shelled out all the hard 
lobular portion. I believe that in these cases I did exactly what 
Freyer is now doing, and left no part of the prostate that was pal- 
pable as a hard mass. The mortality from one cause and another 
was so large that I did not feel justified in continuing the prac- 
tice. The deaths were due, in two patients, to complete sup- 
pression of urine, and in two others to a slowly developing toxic 
condition, altho free drainage was establisht thru the suprapubic 
wound and thru the urethra or thru a perineal incision with fre- 
quent bladder lavage. In 1896 Prof. McEwen of Glasgow in- 
formed me that he had abandoned the McGill operation on ac- 
count of the mortality, and was trying Dittle’s perineal method. 
I tried it once with fatal result. From that peried until 1900 I 
contented myself with giving this class of patients such relief 
as could be obtained from catheterization, bladder lavage and such 
drugs as boric acid, salol and urotropin. 

I have not become an enthusiastic advocate of the Bottini 
operation because of numerous reasons. Thus, to be applicable, 
the urethra should be passable. The apparatus is more or less 
complicated. Serious accidents have followed its use. Freuden- 
berg accidentally incised a fold of the bladder, and death result- 
ed. In several instances death has followed the division of the 
membranous urethra, with hemorrhage and extravasation of 
urine. In another of Freudenberg’s cases the beak burned thru 
into the rectum, causing death. It is, so to speak, an operation in 
the dark and is not suitable for pedunculated outgrowths of the 
middle lobe into the bladder. Those of us who have operated 
frequently on hypertrophied prostates thru a suprapubic incis- 
ion fully appreciate the size and turgescence of the veins lying 
about its base. If considerable hemorrhage should occur from 
one of these, one could hardly hope to arrest it with the Bottini 
apparatus, for it would be impossible to locate its source. It 
occurred to me some years ago that, if the application of the 
cautery to the prostate in this more or less imperfect manner 
was followed by such good results, still better results should fol- 
low a more thoro and systematic application. I thought that 
thru a suprapubic cystotomy wound the prostate could be thoroly 
exposed and the point of the cautery could be applied directly; 
that this technic should enable the operator, by means of the 
cautery, to remove any projecting middle or lateral Jobe and to 
get at the same time all the benefit possible from its local action 
to the part left behind. These ideas I have put into practice with 
satisfactory results. 

As a result of my experience in a number of cases I now 
claim for this method a very great degree of safety. I have never 
felt that we had an operation for the relief of the symptoms of 
enlarged prostate that could be confidently recommended to a 
man who was in fairly good general health and who had just 
arrived at the time when he must begin a catheter life. I think 
that this plan of applying a cautery direct to the prostate, the 
procedure being carried out with the parts and instruments in 
plain view, is a safe operation and can be recommended with 
confidence, 

Many of the patients come to us when the bladder is septic, 
the kidneys irretrievably damaged, and such a condition of heart 
and bloodvessels present that even the most trivial operation is 
hazardous. As soon as there is developt a method of treatment 
that is safe and effective, just so soon will the profession feel 
celled upon to submit their patients to the surgeon while they are 
in a condition to undergo an operation. 

The suprapubic operation enables the operator to recognize 
to what extent the prostate extends into the bladder, and which 
lobe, whether the middle or lateral, requires to be dealt with; 


‘to determine the condition of the bladder wall; to remove any 


stone which may be present. By the cautery as much tissue can 
be removed as desired—with a seared surface instead of a raw 
one left to be bathed in the pus and septic urine always pres- 
ent. Again the scar contraction opens and lowers the internal 
orifice of the urethra and tends to raise the floor of the bladder. 

Hemorrhage can be effectually controlled. Whether this 
method of dealing with hypertrophied prostates will be followed 
by permanently good results or not remains to be seen. Judging 
from the results obstained by Bottini, it seems to me to be a le- 
gitimate hope that a much more thoro application of the cautery 
with, at the same time, complete removal of all that portion pro- 
jecting into the bladder should give a still greater relief from 
symptoms and freedom from recurrence. It, at any rate, so far 
48 ny present experience can guide me, offers a safe operation for 
Suitable cases, especially for cases seen about the time when 
catheter-life becomes a necessity—not long afterwards. 

In other cases the operation from above, here described, is to 
be preferred. 


SURGERY AND GYNECOLOGY. 


Closure of the suprapubic wound has not proven satisfac- 
tory and is not recommended. I now prefer to make only par- 
tial closure of the opening. I believe a smoother and more com- 
fortable convalescence can be obtained by suturing the bladder 
wound around a good-sized rubber drainage-tube. The outer 
end can be connected with a smaller tube, which can carry the 
urine to a proper receptacle under the bed. A catheter can be 
passt thru the urethra and thoro lavage of the bladder effected 
as often as may be deemed advisable. This drainage should be 
maintained until all charred tissue has separated and the cathe- 
terized surface of the prostate has been converted into a healing 
one. The bladder wound will close very quickly after the tube 
is removed. 

While I am quite prepared to advocate this method in the 
treatment of the early stages of prostatic hypertrophy and of 
prostates moderately enlarged, I am not quite sure that it will 
be best in all cases. When there is large tumor formation this 
method may prove insufficient. Here it is quite likely we must 
resort to some other method of treatment, as, for instance, enuclea- 
tion from above or thru the perineum. 

Just in precisely what way the cautery influences the portion 
of the prostate not actually destroyed and removed I am not pre- 
pared to say. Probably, however, by destroying a certain number 
of vessels and nerves it not only arrests the further growth but 
also induces a degree of atrophy. I think that it is properly con- 
servative. It removes the offending parts of the gland, arrests 
the overgrowth of the remainder thru removal of that portion 
which is harmless. The neck of the bladder and its immediate 
surroundings are thus left in a more nearly normal condition 
than after the whole gland has been removed. 

Bouffleur, in an article in the July number of the Annals 
of Surgery, recommends “transvesical cauterization” as a substi- 
tute for the Bottini operation in the treatment of some forms of 
prostatic hypertrophy. He speaks of the removal of a projecting 
middle lobe and’ of incisions into one or both lateral lobes, as may 
be required, and the division of the bar beneath the urethral ori- 
fice when indicated. This he does thru a suprapubic incision and 
by means of the cautery. I believe Bouffleur has thus made a 
distinct advance. I would go further, however, and by means of 
the cautery remove all the projecting part of the prostate. By so 
doing the obstructive condition is removed and the remaining por- 
tion of the prostate thoroly cauterized. 

In conclusion, I would say that, if we are to accomplish 
much by the operative treatment of prostatic hypertrophy, we 
must first devise a safe and effective method that should win the 
confidence of the profession, and then we must ask general prac- 
titioners to refer their patients for treatment before the kidneys 
are seriously damaged, and before such changes have occurred 
in the musculature of the bladder wall that its contractile power 
is irretrievably lost. 


SYMPTOMS AND TREATMENT OF ECTOPIC GESTATION.* 


BY R. W. GARRETT, A. M., M. D., KINGSTON, ONT. 


Professor of Obstetrics and Gynecology, Medical Department, Queen’s 
University. 


The question as to the existence or non-existence of ectopic 
pregnancy is sometimes hard to answer on account of the dif- 
ficulties which lie in the road to making a diagnosis—owing to the 
absence of many, if not all, of the classical symptoms generally 
enumerated. In early rupture (the most fatal form if we take 
frequency into consideration when comparing it with interstitial 
pregnancy), there will likely be no pelvic or abdominal signs of 
definite importance. Very rarely is there any evidence to be ob- 
tained from the condition of the breasts. Often the earliest and 
only symptom is sudden abdominal pain, confined for the most 
part to one or other iliac region, and associated with symptoms 
of shock and hemorrhage. ; 

While many cases are of this sudden and wholly unexpected 
type, a large proportion of ectopic gestations have well-defined 
symptoms, if carefully and diligently sought for. There are three 
links of importance: 

1. The pre-pregnant history. 

2. The menstrual history. 

8. Uterine hemorrhage and the nature of it. 

1. THE PRE-PREGNANT HISTORY.—In a large proportion 
of cases there is a history of several years having elaspt since the 


*Abstract of a paper read at the Ontario Medical Association.. 
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last pregnancy; or the patient has been married a number of 
years without conception. In a moderate proportion of such 
eases there accompanies this history one of pelvic disturbances, 


possibly dysmenorrhea in some form; or of a more serious or con- | 


stant type, pointing to tubal or ovarian inflammatory disease. 
But whether one or both of these be present, for a short time, 
at least, before rupture there has been a lull in these symptoms, 
the patient expressing herself as feeling better for some time past 
than she has perhaps for years before. This point is well to re- 
member: That there is a history of illness rather than of im- 
provement in health immediately preceding the formation of the 
mass which might otherwise be mistaken for a tumor. 

2. THE MENSTRUAL HISTORY.—This link in the his- 
tory possesses two distinct types. (a) The patient gives an un- 
questionable history of amenorrhea, she having exceeded her 
normal time by one or two months. (b) The second type is that 
in which the patient gives a history of menstrual regularity; it 
however, we inquire very closely into the menstrual history of 
the last one or two periods we will find a change in their char- 
acter.. Previous to that there was a certain type for her which 
she always lookt upon as being natural and which she always 
expected; after the pregnancy began her ‘“monthlies’” were not 
the same—the first period had been delayed somewhat, it had not 
come on as it should, or it had been rather scanty. 

Perhaps the second one came earlier than expected, and pos- 
sibly more profuse or unusually protracted. 

3. UTERINE HEMORRHAGE.—Whether there be a his- 
tory of amenorrhea or irregularity in a suspected case, a period 
finally arrives when uterine hemorrhage is a symptom. In the 
case where there is a history of amenorrhea it will likely be con- 
sidered by the individual as a return of her delayed monthlies, 
or it may be regarded as an early abortion. In the cases without 
such history the menstrual flow, instead of stopping as it should, 
continues for an indefinite period. An examination of the char- 
acter of the hemorrhage is of the greatest importance: The blood 
will be found to be almost invariably dark in color, moderate 
in amount, steady in the rate of flow, and decidedly thickish; 
gushes of bright blood occasionally occur, but they are exceptional 
and smallin amount. The hemorrhage, as a rule, arises from the 
partial or complete separation of the decidua, and consequently 
shreds or portions of decidual membrane, rarely the membrane 
in its entirety, may be found in the vaginal discharges, and the 
condition may then be easily mistaken for an early abortion. 
But differentiation is possible by noting the characteristics of the 
uterine hemorrhage: It is dark in color, moderate in amount, with 
occasional small gushes of bright blood. In abortion it is bright, 
often very profuse, and coming away in large clots. Later, in 
cases of incomplete abortion, the color of the blood is dark and 
moderate in amount, but there is usually an odor of decomposi- 
tion about it; besides, the blood is not “thickish” in abortion as it 
is in tubal pregnancy. 

Much stress is often laid upon enlargement of the uterus, 
“bearing,” as some writers say, “a strong resemblance to that 
of the subinvoluted uterus.” The symptom is quite often mis- 
leading. Not infrequently the uterus is scarcely perceptibly en- 
larged, even when measured by the uteriae sound; in what is 
known as the Jessop case, the uterus at a full term abdominal 
pregnancy was found to be two and a half inches in length. The 
uterus will, however, always be found softer and more rounded 
off than an unimpregnated one. The condition of the cervix is 
also an important means of diagnosis. The os has a velvety feel, 
the cervix is softer than normal, and when there is uterine hem- 
orrhage the cervical canal is somewhat cxpanded, thus differing 
from a normal menstruation. Again, when it is noticed that the 
cervical canal is somewhat dilated and the cervix softened, the 
extent of dilatation is never markt, nor is the angle between the 
cervix and body of the uterus obliterated. This affords another 
point in differentiating ectopic gestation from early abortion. 

The presence of a tumor in one or other fornix of the vaginal 
vault, and lying by the side of the uterus, but separate from it, 
is another important symptom. In the earlier stages, before the 
growth has assumed any discoverable size, and particularly when 
the gestation sac is in the isthmial portion of the tube, such will 
not be readily felt. If anything is discovered bimanually, it will 
be in the form of a small spindle-shaped enlargement in the tube. 
Later, and especially when the gestation is ampullar, or the preg- 
nancy has terminated in the formation of a tubal mole, this mass 
will be found in the vaginal vault, either as a rounded or elon- 
gated tumor, according to whether the dilated ampullar end of 
the tube lies vertical or horizontal on the pelvic floor. This point 
it is well to remember, as we are told to expect to find on exami- 
nation an elongated tumor. Such will not be the case when the 
rounded out ampullar extremity stands, as it were, upon its head 


on the pelvic floor, the isthmial end extending somewhat oblique- 
ly towards the uterus. The tumor will then have a rounded-off 
feel resembling a cystic ovary. 

Much, too, has been said about pulsating vessels being pres- 
ent in the vaginal vault. This sign, when present, must be a 
very valuable one, but it is not always present. It cannot be 
perceived before prolapse takes place, unless one has a touch 
sufficiently sensitive to distinguish the increast volume in the 
pulsation. of one uterine artery when compared with that of the 
other. After prolapse it is not always possible to distinguish 
increast pulsation until adhesions have taken place and collateral 
circulation supplied. . 

Time will not permit a study of the further development, 
mode of growth, or physical symptoms of the various kinds of 
hematocele, and the outcome of ectopic gestation, which have 
been so well illustrated in a remarkable series of lectures on 
ectopic gestation, by John W. Taylor, of Birmingham: nor of the 
final termination of the secondary broad ligdment and abdominal 
pregnancies, the outcome of primary tubal pregnancy. 

The very interesting discussions which have been in prog- 
ress of late years as to the fate of the fetus after rupture into 
the abdominal cavity, whether it lies naked there, or is still en- 
velopt in an amniotic sac, is an inviting field to enter. It has 
generally been conceded that a continuation of the gestation is 
impossible on account of the digestive power of the peritoneum, 
and accordingly various explanations have been advanced for the 
occurrence of the seemingly impossible. Tait advanced the theory 
that all such pregnancies which had survived intraperitoneal 
rupture were originally broad ligament pregnancies which had 
remained till the seventh or eighth month, and when rupture 
took place the vitality of the fetus was maintained, “its tissues 
having arrived at a period of development by that time which 
enabled them to resist the efforts of digestion which doubtless 
would be directed toward them.” ‘Taylor, in his clear and com- 
prehensive way, defines the more generally accepted theory on 
the subject. “When a fetus which has already formed within 
the Fallopian tube escapes into the abdomen of the mother, en- 
closed in its own unruptured membranes, pregnancy becomes ‘ab- 
dominal.’ If the placenta retains its attachment to the tube, and 
receives sufficient blood supply from the maternal blood vessels, 
the pregnancy may pursue an uninterrupted course to term, and 
both child and placenta attain mature development within the 
peritoneal cavity of the mother. The protection of the unrup- 
tured amnion, however, appears to be absolutely indispensable 
for this development.” The point claimed is that every abdom- 
inal pregnancy which has maintained a prolonged growth, or 
reacht full term, has done so within its own sac, which has sep- 
arated it from the general peritoneal cavity. That this sac may 
exist as a scarcely perceptible membrane, or thin veil, and per- 
haps spread out from organ to organ, and intestine to intestine, 
nevertheless it can on careful observation always be demonstra- 
ted. In cases reported of the child lying naked in the peritoneal 
cavity, he asserts that a careful analysis of official reports always 
gave evidence that such a membrane or sac existed. Price, in 
an interesting article on this subject, is still more sweeping. He 
says: “The only way an intraperitoneal pregnancy can come 
to term is encapsulated in the amniotic sac. The sac is a for- 
eign body in the peritoneum, and adheres to everything coming 
in contact with it. The adherent viscera protect as well as nour- 
ish the displaced ovum. The peritoneum would digest the fetus 
at any age if it were not protected in some way from its influ- 
ence.” 

The further formation and growth of the placenta after pri- 
mary rupture is another interesting field for investigation and 
study for the obstetric surgeon. What to do with the placenta is 
one of vital importance. A mis-step in its management at the 
time of the operation may cost the patient her life. Sutton ana 
Giles write: “A uterine placenta consists of fetal and maternal 
elements, but a tubal placenta possesses fetal elements only, for 
in a tubal pregnancy a decidua forms in the uterus, not in the 
tube; further, the tubal mucous membrane takes very little share 
in the formation of the placenta.” This is probably true in the 
early period of ectopic gestation, but as the placenta increases 
in size, and particularly after rupture, it not only takes up and 
changes into its own tissue that of the Fallopian tube, but often 
also spreads out and becomes attacht to organs and structures 
in the immediate neighborhood—the back of the uterus, the broad 
ligament and the pelvic walls being favorite sites for such exten- 
sion of attachment. 

A third interesting field that might be presented for study is 
the management of full term ectopic gestations. So satisfactory 
have been the recent efforts of surgeons to take into consideration 
the life of the child, as well as the mother, that definite rules are 
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being laid down for their guidance. Edwin B. Cragin, in an 
article on “The Treatment of Full-term Ectopic Gestation,” asks 
and answers three very vital questions: 

1. Is the viable ectopic gestation worth saving? 

2. Do the attempts to save the child seriously increase the 
mertality or morbidity of the mother? 

38. What is the best procedure at the time of operation? 

As to the first question, he replies in the affirmative, and 
shows photographs of three fetuses which were in a good state 
of maturity. The only one of three born alive is reported as 
leaving the hospital a vigorous, healthy child. 

Taylor says in regard to this question, “So far as my own ex- 
perience goes, the extrauterine child, at term, in size, weight and 
nutrition, is in no way behind the average. The child is often 
locally affected or malformed. These deformities are most com- 
monly met with in children of abdominal pregnancies. The chil- 
dren of ligamentary pregnancies, and particularly those of the 
posterior variety, may be free from any visible defect whatever.” 

As to the second question, Cragin says: “Maternal mortality, 

. when the operation is performed during the viability of the fetus, 
will always depend very largely upon the judgment and skill of 
the individual operator in his decision as to the treatment of the 
placenta, viz., whether it can be removed without great danger of 
fatal hemorrhage, or whether it is wiser to leave it to be removed 
or to come away later.” 

The third question is subdivided into a discussion on the best 
time to operate, and the technic of operation. It is argued, and 
apparently with much reason, that while “any additional growth 
and development which can be given the child is a thing to be 
desired,” it must be admitted, “that at the completion of the full 
period of gestation, and during the spurious labor, there is some 
danger of rupture of the gestation sac and fatal hemorrhage,” and 
accordingly, “when the fetus is alive and with the mother under 
careful consideration, and in the absence of unfavorable symp- 
toms on her part, at about eight and one-half months of gestation 
is the most desirable time for operation in the interests of both 
mother and child.” 


A CASE OF FRACTURE THRU THE SITE OF AN EXCISION 
OF THE KNEE.* 


BY H. P. H. GALLOWAY, M.D., TORONTO, ONT. 


Surgeon to the Toronto Orthopedic Hospital, Orthopedic Surgeon to Grace 
General Hospital, Toronto Western Hospital, etc. 


J. W., male, lumberman, aged 40, had gonorrheal history of 
five years; in October, 1899, had an abscess form near head of 
fibula, which was opened and discharged for several weeks, 
later multiple abscesses formed about and below the knee; later 
anchylosis, with deformity developt. Leg was forcibly straight- 
ened under chloroform in summer of 1900. Aug. 31, 1900, he was 
admitted to the Toronto Orthopedic Hospital with knee fixt at an 
angle of 135 degrees, subluxated, rotated outward and practically 
ankylosed. Sept. 18, excision of the knee was made, Fenwick’s 
incision being used. The dressings were never disturbed for six 
weeks, and on removing them the wound was found healed. The 
patient wore a posterior splint for several weeks longer, and be- 
fore the end of the year firm bony union had occurred. As he 
was found to be a handy and industrious man, he became an 
employe of the hospital, assisting in the care of male patients, 
and doing chores as required. 

On the morning’ of June 13th, 1901, nine months after the 
excision, while he stood upon the edge of the verandah, just at 
the landing of the steps leading up to it, and he began to back 
down the steps, intending to back down one step at a time; but 
by an unfortunate miscalculation of distance misst the first step, 
and the whole weight of the body came violently upon the stiff 
leg, as he found footing upon the second step. He felt the leg 
give way under the strain, and fell to the ground. He tried to 
rise, but found that there was movement at the site of the ex- 
cision, and realized that the leg was broken. 

I saw him within five minutes of the time the accident oc- 
curred. He was pale, and suffering from shock; there was move- 
ment at the place where the excision had been made, and consid- 
erable swelling. The limb was bandaged upon a posterior splint, 
fairly firm pressure being made over the seat of the fracture by a 
thick covering of absorbent cotton beneath the bandage. When 
this dressing was removed a week later, the effusion of blood be- 
heath the skin at the injured part was found to be so considerable 
that, in order to avert threatened sloughing of the skin from pres- 


*Abstract of paper read before the American Orthopedic Association, 


sure, the blood was withdrawn by aspiration. After this bad been 
done the line of fracture could be felt very plainly. Serrations as 
much as three-eighths of an inch in length extended upward into 
the femur and downward into the tibia, showing that the artificial 
union effected between these two bones by the excision had been 
exceedingly firm. The limb was encased in plaster-of-Paris. In 
three or four weeks the patient began to go about on crutches, 
and within two months was able to go to work wearing a poster- 
ior splint. I last saw him a few days ago. The limb was strong 
and useful, and he was working every day in a lumber factory. He 
said that he had not worn his splint or protected his limb in any 
way for several months past. 


TREATMENT OF ERYSIPELAS WITH CARBOLIC ACID. 


BY N. S. FRASER, M.D., ST. JOHNS, N. F. 


Corroborative of one of the assertions of Prof. Powell’s ar- 
ticle on “Carbolic Acid in Surgery” in the April number of Amer- 
ican Journal of Surgery and Gynecology is the following expe- 
rience: 

E. P., aged five, was suffering from an ulcer of the arm near 
the bend of the elbow, as a result of a burn. On January 15 the 
sore appeared dry, the surrounding skin puffy and a little red. 
The next day the child was very sick, with dry brown tongue 
and rapid pulse. Its temperature was 100.8 deg. F., and there 
was now an erysipelatous inflammation extending. down to the 
wrist and up to the anterior fold of the axilla. 

It was evident that unless something heroic were done the 
case would soon assume a serious aspect; therefore a wide circle 
of pure carbolic acid was painted around the arm at the upper 
limit, and when the skin had turned white it was painted with 
absolute alcohol. At the wrist the same was attempted, but, 
having a very small quantity of the carbolic acid, it was imper- 
fectly done over the back of the wrist. 

The sore was then dresst with 2 per cent carbolic gauze, 
wet. 

On January 17th the temperature was 99 deg. F. and the pa- 
tient was very much better in every way. The appetite had re- 
turned and the tongue was cleaner. No further extensior of the 
disease occurred upward, but there was a slight spread down- 
ward. It was as if a gate had been left at the back of the wrist 
where the painting with carbolic had not been sufficient to turn 
white, and thru this the erysipelas spread. 

The same treatment was repeated, with the result that no 
further extension occurred. By January 19, just four days from 
its first appearance, every vestige of redness had disappeared, 
and the child was as well as before. 


A PLEA FOR SURGICAL TREATMENT OF APPENDICITIS.* 
BY G. C. VAN WART, M. D., FREDERICTON, NEW BRUNSWICK. 


‘Appendicitis has been classified as (a) primary and (b) re- 
current. It is now generally conceded that the second group 
should be subjected to surgical treatment; the management of 
the first is still a matter of discussion. All admit the necessity 
of an early diagnosis. The prominent symptoms are: 

1. Pain: at first sudden and acute, referred to the epigastric 
= umbilical regions: later localized over the site of the appen- 

2. Rigidity: this follows the localization of pain and is most 
markt in the right lower quadrant of the abdomen. 

3. Tenderness in the right lower quadrant of the abdomen: 
this being a constant symptom from the beginning of the attack. 

Pain (at first collicky) is most markt in acute cases and may 
last only a few hours: as in those cases where pus forms rapidly. 
Tenderness is the most constant of these symptoms, as would 
be expected from the fact that inflammation is present. The point 
of maximum tenderness is always between the attachment of the 
appendix to the cecum and it apex. In recurrent attacks the 
only positive symptom is tenderness; and when these attacks are 
mild, diagnosis is often difficult, particularly so in the female 
sex. 

Obscure cases of enteric fever may sometimes be confounded 
with an attack of appendicitis, since pain in the ileo-cecal region 
is present in the early stages of both diseases: but the pain is 
less acute in typhoid and muscular rigidity is not pronounced. 

Influenza of the “digestive type” has often been confounded 


with a mild attack of appendicitis. 


“Abstract of paper read before the Maritime Medical Association. 
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It is well to remember that many cases of “indigestion” are 
but reflex manifestations of a chronic appendicitis. 

Little attention should be paid to the thermometer—so far as 
the diagnosis of this disease is concerned—even with much pus 
there may be little, or even no, rise of temperature. 

The history of the case may have something to do with rec- 
ognition of the disease. Thus: I have noticed that attacks some- 
times have followed undue physical exertion. The anatomical 
position of the vermiform appendix on the psoas muscle and the 
cecum filled with feces is, to my mind, a sufficient cause to pro- 
duce an irritated condition of this organ. Constipation is pres- 
ent in a majority of cases. In none of my cases have I found 
sufficient evidence to warrant the conclusion that an attack may 
be precipitated by over-eating. There is in my opinion a close 
relationship between appendicitis and tuberculosis; fully twenty- 
five per cent of my cases occurring in families of tubercular ten- 
dencies. 

After opening the abdominal cavity I have always been able 
to find the appendix except in those cases where it has slought 
off. Behind and to the inner side of the cecum is the most com- 
mon position. In but one case have I found it to the outer side 
of the cecum. I have never found the appendix pointing toward 
the pelvic cavity except in the female sex. 

Three cases that had been allowed to go on to pus formation 
and the abscess cavities merely drained but the appendices not 
removed, subsequently came under my care for operation. Ip 
two of these cases the appendices were found: small, contracted 
and curled on themselves and adhering posteriorly to the cecum. 
In the third case the appendix was large, inflamed and still con- 
tained pus, being bound down by adhesions to the outer side of the 
cecum. A rapid recovery followed the removal of the appendix 
in each case. 

Should the appendix be removed in every case when the ab- 
scess is drained? It is not always possible to do so and even 
when possible it is not always safe. In cases where the cavity 
is imperfectly walled off I would hestitate to distur) the parts; 
but should temporarily treat the abscess by irrigation and drain- 
age. On the other hand where the cavity is well walled off, my 
treatment is to remove the appendix. Cases that are seen early 
and under constant observation and allowed to go on to pus-for- 
mation with rupture are, in my opinion, improperly treated. It 
is needless to say that it is no uncommon thing to find an abscess 
at the first examination. I have seen cases in consultation where 
the attending physician, knowing that an abscess was present, 
hesitated about operating but preferred to wait hoping that the 
patient would improve under rest and medical treatment; thus 
totally ignoring the surgical principle that pus must have vent. 
An abscess should be suspected when tenderness and pain con- 
tinue, vomiting persists or a distinct tumor is felt. A rapid pu'se 
is a fairly reliablé sign of suppuration ;but a chill rarely precedes 
abscess formation. 

As a broad rule I would submit the following: 

THE CASE IN WHICH THE SYMPTOMS DO NOT SUB- 
SIDE WITHIN 36 HOURS FROM ONSET OF THE DISEASE 
IS AN OPERATIVE ONE. 

The earlier operation is performed the better for the patient, 
whether the disease is catarrhal or suppurative. If early opera- 
tion were insisted on, the pus cases with fecal fistula and other 
complications would not exist. The question is often askt: 

“Should we operate in every case?’ When the general perito- 
neum is affected and distended, skin leaky, temperature subnor- 
mal, pulse rapid, feeble and compressible, my answer is “no.” In 
eases of this nature the system is overrun with sepsis and a gen- 
eral anesthetic produces too great shock. In such a condition I 
prefer to use a local anesthetic, open the abdominal wall and irr!- 
gate as much as possible by means of a normal saline solution. 

The arterial supply of the appendix is from the mesenteric 
artery which may be compared to the trunk of a tree with its 
branches. By ligating the trunk all supply to the appendix is 
cut off and this makes practically a bloodless operation. I prefer 
ligating the artery and tying off the appendix with chromicized 
eatgut, and covering the stump with serous membrane if possi- 
ble; closing the belly with silk-worm gut. 

I am not an advocate of gauze drainage in appendicitis oper- 
ations. It frequently causes excessive exudation of lymph which 
may result in annoying peritoneal adhesions and lifelong discom- 
fort to the patient. It leaves a weak spot in the abdominal wall 
inviting the development of hernia. It also acts as a foreign 
body; and I have known it to depress a patient as well as pro- 
long the shock. lIodoform gauze especially does not drain well 
and is very apt to cause iodoform poisoning. If the greater part 
of the toxic material be removed by careful sponging and irriga- 


tion the lymphatics and leucocytes will attend to the rest much 
better than the surgeon with any complicated device. 

When I see a case in its early stages I try to avoid the use of 
opium and its alkaloids, sinee they lock up all the secretions ex- 
cept that of the skin and mask the progress of the case. Morphine 
may be used in small doses if the pain is very great. Fractional 
doses of calomel with bicarbonate of sodium may be given to ar 
rest the nausea and clear out the digestive tract, while enemas of 
scap suds with turpentine are found effective. The advantage ot 
having the intestinal tract empty during an operation is plain to 
any surgeon. 


COUNTRY PRACTICE IN CANADA.* 


BY J. R. CLOUSTON, M.D., HUNTINGDON, QUEBEC. 


The country practitioner herein described is an English-speak- 
ing doctor of the valley of Chateauguay in the southwestern cor- 
ner of the province of Quebec—invariably a “son of the soil,” 
for no city man would be content to practise in a Quebec coun- 
try village or on a farm. As a rule he is a man of average ability 
and education; dull doctors are not licensed and brilliant ones 
gravitate to the city. Tho a hard worker and often a zealous 
—— he is seldom heard of beyond the little circle in which 

e lives. 

The vast changes in practice of the past twenty years have 
not been limited to the hospital nor even to the city practitioners; 
they have been carried to the country and there as well applied 
to the relief of suffering, even in the way of surgery, too. In the 
prevention of puerperal sepsis this has, perhaps, been the most 
noticeable—there are Many men of my acquaintance who have 
had post-partum hemorrhages, placenta previa, eclampsia, ab- 
normalties and malpresentations, in all sorts of surroundings, 
‘without trained nurses, who have never lost a mother in five, 
ten or even fifteen years’ practice. Surgical cleanliness may be 
attained, tho not so easily, in country as well as city work. 

In this obstetric surgery not only is the mortality reduced to 
almost nil, but the solace of anesthesia is afforded, severe lacer- 
ations prevented or repaired, and pelvic diseases subsequent to 
parturition reduced to a minimum. These results are not ob- 
tained without vigilance. In addition to waiting upon himself 
in the matter of procuring boiled water and preparing utensils, 
the careful man must keep a sharp lookout that the untrained 
nurse does not mar his arrangements in her zeal. 

But the best results of the country practitioner are not always 
obtained by the use of the newest fad in medicine, or the latest 


wrinkle in surgery, altho new things are sometimes employed with - 


the happiest results; but by most careful attention to the general 
principles of the healing art, and in this he often has to fight 
against the wishes and customs of an ignorant people. Thus: 
A doctor was called to see a man of 48; he looks much older; 
he has been intemperate and his physician has despaired of his 
life. He was found in a small room upstairs under a_ pitcht 
roof. The room was darkened to exclude the light from his 
face, the door and window were closed tizht for fear he might 
eatch cold, three neighbors were watching by the bedside to show 
their sympathy and minister to the sufferer. The patient was 
delirious and cyanosed, must have air—against the admission of 
which his friends were ready to fight. What was to be done? 
There was but one other room—and that wholly unsuitable. The 
doctor got a hammer and some small nails; removed the curtain 
and the upper half of the window, tacking in a piece of thin 
cloth to keep out the snowflakes; hung a shawl behind this to 
prevent a draught directly on the patient; reverst the bed to shade 
the eyes and ordered the watchers to sit behind the bed. In an 
hour the cyanosis was better and in a few days the patient re- 
covered—not so much from good medication as from good air. 
Results not usually expected to occur in city practice some- 
times are obtainable in the country. Thus: we expect appendicitis, 
as a rule, to get well under non-operative treatment. Some cases 
recur and recur again with lessening severity and finally cease. 
Some do not recur at all. The hospital surgeon cuts down and 
amputates the inflamed and gangrenous appendix, obtaining a 
specimen which fully demonstrates the wisdom and necessity of 
doing so. Perhaps he is right. If every patient who takes ap- 
pendicitis could be brought at once to the hospital and operated 
upon by skillful hands, I beleive the results would be good. But 
in the country, where neither the hospital nor the skillful sur- 
geon is at hand, I think the treatment that will save most lives 
is rest, opium and cold (or hot) applications. No salts, no purges, 


*Read before the Canadian Medical Association. . 
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no enemas, except in selected cases, and when got at the very 
first; but rest, absolute rest, everything to limit the morbid proc- 
ess. If abscess forms or any residue of trouble remains, the con- 
scientious doctor will send the patient to the hospital for treat- 
ment. It is better to leave abdominal surgery to the hospital 
surgeon of great experience. ; 


But not so with some other operative work—especially of a 
not very dangerous character. A thoro knowledge of the anti- 
septic technic enables the country doctor to undertake fearlessly 
and successfully minor operations which formerly would not have 
been attempted, and to save portions of the body which formerly 
would have been sacrificed. Perhaps few men now in the coun- 
try practice have ever amputated a limb. The hand mangled 
by the threshing mill, or gun-shot wound, is no longer removed 
by amputating thru the arm, but everything not absolutely de- 
stroyed is saved. Such things as the removal of growths; cysts, 
or tumors from accessible regions; aspirating a pleurisy, ascites 
or a distended bladder; excision of tonsils, clearing out adenoid 
growths; opening abscesses; evacuating an empyema, herniotomy; 
eurctting operations; and the treatment of external wounds of al 
kinds, are operations within the range of his powers. Many good 
men avoid the use of the knife wherever possible, and either call iu 
the services of a friend with surgical tendencies, or send the pa- 
tient to the city, according to circumstances. 

In the country a doctor must keep a stock of drugs and sup- 
plies of all kinds. He dispenses his own medicine, and has all 
the advantages and disadvantages which that system involves. 
Even in this there is some improvement on older customs. Pre- 
scriptions are no longer put up in old patent medicine bottles, 
or such like, with directions written on a bit of foolscap and 
pasted on, and the whole wrapt up in a piece of old newspaper. 
The man of today uses neat prescription bottles, with appropriate, 


’ business-like labels, and wraps them up in white drug paper. 


His supplies need never run low, for his office is visited at short 
intervals by agents representing drug and instrument houses ea- 
ger to take orders for their respective lines of goods. 

In this connection there is a noticeable difference between 
English and American business methods. The representative of 
the English house, or rather its Canadian branch, comes along 
with note book and pencil and quietly takes down the order as 
given to him. Perhaps he modestly asks if there is anything else. 
The American, on the other hand, carries a handsome case of 
samples which fairly sparkles inside with goods put up in the 
most attractive forms. He frequently leaves samples of the 
newer drugs or compounds, the merits of which he dilates upon, 
explains how they are made, with other points of interest, tells 
what large sales they command, and so forth. He leaves or sends 
neat descriptive literature, with an elegant price list, and gen- 
erally takes away a good-sized order. Thus we see, in a small 
way, how American enterprise beats the Briton on his own ter- 
ritory. 

Perhaps the matter of fees received may be of interest. In 
this part of Canada they run about as follows:: 


As a rule, if the doctor does not give the patient a bottle 
or something he will not consider that he should pay anything at 
all, 


Examination of the chest..............0...60. $1.00 
Visit and medicine in the village............... 1.00 
Visit three miles distant...................... 2.00 
Ordinary confinements ................ $5.00 to 10.00 


To poor people (and they are numerous), the customary 
charges are still lower. Fees for surgical work of specidl char- 
acter are somewhat better—when people are able to bear them. 
A doctor’s gross income will range form $1,000 to $5,000 a year, 
according to the volume of his practice. A man who takes in 
$2,000 or more in a year is considered to be doing well, and com- 
pared with the salaries of other professional men in the country, 
it is very fair indeed. A curious thing about country practice is 
that a new man acquires a certain clientele almost at once, and 
in a very few years may reach his maximum; indeed, such are 
the limitations of country practice that a man may be doing as 
well, or almost as well, financially, within five years of com- 
mencing as he will do after ten or twenty years of experience. 

One of the drawbacks of country practice is the lack of 
Mental stimulus. Medical books and journals are within his 
means, but he misses the active, sharpening influence of the 
Medical society, with its papers, specimens and discussions. He 
can seldom afford to take a long holiday; small faes wi.. not al- 


low it, but this is compensated for by the fact that he is much 
less in need of holidays than his overworkt city brother. 

The country practitioner cherishes a strong regard for his 
former professors, and when he meets a case that is beyond his 
powers, his thoughts turn with all confidence to scme of them 
for help, and if he can secure the same it affords him great sat- 
isfaction. Nor is the satisfaction lessened if his patient is able 
to pay a handsome fee for the extra skill. 

Toward his confreres in the country his attitude is usually 
friendly. He is at least on working terms with all of them. 
He is not always a model of perfection, and may sometimes for- 
get the Golden Rule. I have known of one or two instances in 
which professional malevolence produced far-reaching and lonz- 
enduring mischief. But this is the dark side of the shield; the 
other side is bright with deeds of kindness, and of help in times 
of trouble. Long drives undertaken in darkness and storm; hours 
of watching by the sick bed when the doctor himself, or some 
one dear to him, has become a patient; arguing against a gloomy 
prognosis, fighting disease, giving comfort and cheer. Cases 
could be multiplied where a doctor has given his best services to 
his neighbor and most active rival thruout a serious illness, and 
helpt to restore him back to health and practice again. - 


THE VALUE AND RESULTS OF VENTRO-FIXATION.* 


BY J. ALGERNON TEMPLE, M. D., TORONTO, ONT. 
Professor of Gynecology in Trinity Medical College. 


From careful study and observation I have reacht the con- 
clusion that ventral fixation for retrodisplacements is not to be 
approved. It is possible there may be some cases suitable for 
this operation but they must be very few. But on the other hand 
I must say I think ventral suspension (as practist by Kelly and 
others), is a very excellent procedure for rebellious and obstinate 
eases of retroversion which all other treatment fails to cure. 

Ventro--fixation (hysterorrhaphy, abdominal fixation and hys- 
teropexy are a few of the names given to this operation) has for 
its object the replacement of a retro-deviated uterus which has 
refused all other methods of treatment and securing it by means 
of sutures so placed as to unite the anterior uterine wall to the 
anterior abdominal wall by the formation of a permanent adhe- 
sion, thus rendering the uterus a fixt body in its new situation. 

Professor Olshausen, of Berlin, reported the first case in Oc- 
tober, 1886, and Howard Kelly his first case in November, 1886. 
These were cases of ventral fixation, since which time the oper- 
ation has undergone many changes and modifications, till now 
we have a very simple and effective successor to it, thoroly tested 
and recognized as one of the useful and scientific operations, in 
properly selected cases. But it is now uterine suspension and not 
uterine fixation. There is a wide difference between these two 
operations. 

I am decidedly of the opinion that even uterine suspension 
should only be undertaken in persistent cases of retro-deviations 
which have refused all other methods of treatment and where 
the woman’s health and personal comfort are seriously interfered 
with. I think that in most cases no sufficient effort is made to 
cure a retro-deviated uterus nor that sufficient time is given to the 
treatment. My experience is that there are very few cases of 
uncomplicated retro-versions or flexions that cannot be cured 
without any operation. 

If after a legitimate trial of treatment, it may be for months, 
one fails to secure a relief to the symptoms and the woman 
continues to suffer from bearing down pains in the pelvis, a sen- 
sation of weight, constant backache, frequent micturition, inabil- 
ity to walk or work without increasing these symptoms, with an 
increase of suffering at the monthly period, severe reflex nery- 
ous symptoms (such as headache, neuralgia, dyspeptic symptoms), 
then I have no hesitation in saying by all means suspend the uter- 
us. If these symptoms happen in a working woman dependent 
on her own efforts to earn a living, then perhaps I would advise 
operation earlier. 

If at time of operation the adhesions are found to be very 
extensive, it is questionable if the operation is advisable. Ex- 
tensive raw surfaces necessarily are left, exposing the patient 
subsequently to intestinal adhesions, and if the adnexa are found 
diseased it would possibly be better to remove diseased and use- 
less organs entirely. In my experience a woman with a uterus 
permanently fixt to the abdominal wall is an everlasting sufferer 
from constant pain and discomfort; and if she becomes pregnant 
is exposed to many dangerous complications. 


*Abstract of paper read at the Ontario Medical Association. 
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SOME FACTS CONCERNING APPENDICITIS. 


BY ROBT. T. MORRIS, M. D., NEW YORK CITY. 
Professor of Surgery in the New York Post-Graduate Medical School. 


The causes, clinical appearances and complications of appen- 
dicitis should now be well known; yet there constantly appear 
articles upon various phases of the subject which indicate that 
some curious ideas still prevail. Hence a review of some impor- 
tant points may be of service. 

CAUSES. 


The appendix is anatomically in a position where it is often 
twisted (and sometimes bruised) by the action of the right psoas 
muscle. This fact may be readily demonstrated, if one will first 
palpate the margin of the right psoas muscle in a patient who is 
lying upon his back, and then ask him to flex the right leg: The 
psoas muscle rises, becomes tense and evidently must keep some 
appendices constantly in motion in the ordinary movements of 
walking. Under ordinary circumstances, this is a matter of little 
consequence, but it is possible that the psoas muscle can so 
twist the appendix as to cause a break in the lining epithelium. 
allowing bacteria to enter the tissue planes; hence excessive 
exercise may be a cause. 

Another cause is the presence of concretions in the appen- 
dix; these are sometimes fecal, sometimes fatty, and sometimes 
composed of lime salts—occasionally, tho very rarely, a foreign 
body is found in the appendix. Whatever the nature of the 
abnormal contents of the appendix, erosion of the mucous sur- 
face may result, and allow bacteria to enter the tissue-planes. - 

The most common cause, perhaps, is the swelling of the 
mucous and sub-mucous coats simultaneously with the swelling 
of the same structures in the cecum, as when we have any one 
of the common catarrhal inflammations of that region; but the 
swelling of the appendix is peculiar in this respect that since it 
can not swell freely in its tight outer sheath, it soon cuts off its 
own circulation, and the result is a pressure anemia and des- 
quamation of the epithelial lining, and this allows pyogenic bac- 
teria to enter the tissue-planes of the appendix. 

Another cause which furnishes a certain percentage of cases 
is that the appendix, as a rudimentary structure, is undergoing 
progressive retrograde changes during the greater part of the 
life of the individual, and like other degenerating structures is 
particularly susceptible to the attacks of tubercle bacilli, which 
make a primary focus of infection at that point. 

Abbe believes, and on pretty well collected data, that a com- 
mon cause for appendicitis is the presence of strictures of var- 
ious parts of the lumen of the appendix, which cause a retention 
of the normal mucous secretion. This readily undergoes fer- 
mentative changes in. such inclusion, with subsequent inflamma- 
tory trouble. 

Another cause (furnishing a small proportion of cases) is the 
presence of pin worms, or other enterozoa in the appendix, as a 
result of which ulceration of the mucous coats occurs. 

A fraction of one per cent of cases of appendicitis have been 
ascribed to rare forms of disease, such as actinomycosis or can- 
cer; but the latter should not be classified with true appendicitis, 
by which we mean an infective disease caused by bacteria, chief 
among which are the streptococcus, the colon bacillus, and the 
microorganism of typhoid. 

PATHOLOGY. 


Whenever the swollen interior coats are sufficiently con- 
stricted in the snug outer coats, the compression-anemia prevents 
the phagocytes from guarding the tissues, and the bacteria have 
a free play different from that possible in any other part of the 
body. This explains why inflammation of the appendix is so dif- 
ferent from a similar inflammation a few inches away in the 
larger bowel, and why it leads quickly to such disastrous general 
infection in many cases. Bacteria at work in the tissues of the 
appendix cause blocking of the lymph channels, as well as oc- 
clusion of the branches of the solitary artery of the appendix; 
and blocking of the veins by thrombosis. When the lymph and 
blood circulation are thus blockt in addition to the compression 
anemia bacteria multiply without much hindrance in the in- 
fected tissue. 

After more or less destruction of the tissues of the appendix 
has occurred, the bacteria frequently die from their own toxins, 
or are managed by the phagocytes which surround the field of 
conflict. In such cases the acute infective process then subsides; 
after the acute infective process has subsided, connective tissue 
repair takes place in the damaged inner coats of the appendix, 
and this tissue contracting commonly leads to more or less com- 


plete closure of the lumen of the appendix at one or more points, 
Mucous and concretions are entrapt behind these scars or stric- 
tures, and we then have the common condition found in “inter- 
val appendicitis: cases known as “mucous inclusion.” There 
are very few appendices which have been the seat of an infec- 
tive appendicitis that do not become “mucous inclusion cases” 
to a greater or lesser degree. 

Those who oppose the idea of immediate operation in ap- 
pendicitis, overlook the fact that in any case of progressing ap- 
pendicitis an operation is at that moment being done by the bac- 
teria which are engaged in a more or less complete removal of the 
tissues of the appendix without regard for the interest of the 
patient; an operation by the surgeon has simply for its object the 
forestalling of the operation that is being done by the bacteria, 
and the intention of the surgeon toward the patient is better 
known than that of the bacteria in any given case. If we could 
have scarlet fever, typhoid, pneumonia, small-pox, or diphtheria 
beginning in a little spot not as big as one’s finger, and if that 
spot could be easily removed, and put into a bottle, we should 
have very few deaths from these diseases; and yet for some rea- 
son there is still objection to taking this advantage in appendi- 
citis, a disease which has a larger death-rate than the diseases 
mentioned. In all probability the rational explanation for this 
objection is the fact that appendicitis is apt to appear by a 
sudden onset, and before the patient and his friends have had 
time to consider properly the matter of operation. Another rea- 
son why there is apt to be procrastination is because a very large 
proportion of patients recover from one or more attacks, and the 
physician acting upon hope rather than judgment allows the 
eases to drift. 

Statistics which I collected with care, and publisht on page 
ninety of the third edition of my book on “Appendicitis,” show 
that the deaths from appendicitis annually number more than 
50,000 in the United States alone! If this number of people 
were killed annually in the Philippine war, there would be a 
great outcry; and yet.this preventable death-rate is received 
quietly. The death-rate from operation for appendicitis before 
the stage of abscess formation has been reacht is kept down to 
a fraction of one per cent by a number of surgeons; and even in 
cases that have reacht the stage of abscess formation, the death- 
rate is not above five per cent at the hands of several operators 
who are known to be successful. In view of these figures, can 
one blame the man who says: “Appendicitis is always a surg- 
ical disease—never medical;” or “always operate as soon as the 
diagnosis of appendicitis can be made?” 

The reason why appendicitis operations have a reputation 
for being commonly unsuccessful is the fact that in most of the 
smaller towns the profession and the laity will not allow opera- 
tion to be done until the disease is at such a stage that the very. 
highest degree of technical skill is demanded of the operators, 
and there are few operators who can become successful if they 
begin their appendicitis work in such a class of cases. 


REPORT OF TWO CASES OF ACUTE INTESTINAL OB- 
STRUCTION FOLLOWING CONTUSION OF 
THE ABDOMINAL WALLS.* 


BY J. SUMMERS, Jr., M. D., OMAHA, NEB. 


Trauma of the abdominal walls resulting in rupture of the 
intestine is almost invariably fatal except when abdominal sec- 
tion is done and the injured bowel repaired before septic periton- 
itis supervenes. Too much clinical evidence has accumulated to 
admit of this position being controverted. In trying to deter- 
mine whether or not the intestine has been injured following an 
accident, clinicians have sacrificed many lives because they have 
waited for classical symptoms. None such are reliable, all are 
suspicions. Circumstantial evidence plus two or three objective 
and subjective signs pointing towards intestinal injury demand 
abdominal section in order that we may be enabled to determine 
an injury, and, if present, repair it. 

The foregoing remarks seem somewhat foreign to the subject 
title of my paper but in one of my cases they are quite perti- 
nent. 

CASE I.—TRAUMATIC PARESIS OF THE LOWER PART 
OF THE SMALL INTESTINE FOLLOWING KICKS UPON 
THE ABDOMEN: A young man, 26 years of age, of good phy- 
sical development, was brought to the Clarkson Hospital at 3 
p. m., April 20th, 1902. He gave this history: in a fight about 1 


*Read before the Western Surgical and Gynecological Association, St. Joseph, 
Mo., Dec. 29, 1902. 
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o’clock that morning, he had been kickt several times in the ab- 
domen; soon after this he vomited and felt very sick; towards 
daylight, experiencing much distress in the bowels, he had ‘taken 
and retained a large dose of salts; the pain in the bowels in- 
creasing and receiving no relief from the salts, he sent for a phy- 
sician, who ordered him conveyed to the hospital. At the hour 
of admission his pulse was 78: temperature 99.4 deg. F. (rectal); 
facial expression fair; great abdominal pain was complained of. 
The abdomen was slightly distended and the abdominal walls 
everywhere rigid. Pain upon pressure was exquisite, especially 
over the upper half of the abdomen and in the right iliac region. 
Ordinarily with such abdominal symptoms I would proceed to 
an immediate laparotomy expecting to find a rupture of the bowel 
and very serious peritonitis present. In this case, however, the 
slowness of the pulse (88), its fair character, and the tempera- 
ture (99.4 deg. F. rectal), made me hesitate. The symptoms seem- 
ed too acute and severe considering the man’s good general con- 
dition, to meet my idea of sepsis from intestinal extravasation. 
Morphine, one-fourth grain, was given hypodermatically to ease 
the pain and the bladder was catheterized and six ounces of 
healthy urine removed—no sign of rupture of the bladder. At 4 
p. m. a glycerin-turpentine-suds enema was given—no result. Ice 
was applied to the abdomen and morphine repeated. 

At 6 p. m. the pulse was 64; temperature 100.4 deg. F. (rec- 
tal). At 8 p. m. the results from a high enema were negative. 
At 9 p.m. the temperature was 100.6 deg. F. (rectal), the pulse 
was 96. The rectal tube was passt without effect. At 9:30 p. m. 
the abdominal distension having increast with no subsidence of 
the other symptoms, the pulse and temperature both rising, I 
determined to operate. The patient was anesthetized after the 


-usual antiseptic preparations and the abdomen was opened by 


a liberal median incision. So soon as the peritoneum was incised 
bloody serum began to flow out, a large quantity being evacuated. 
The fluid had the physical characteristics not infrequently met 
with in the sac of a strangulated hernia. The peritoneal cavity 
was sponged dry and then an examination of its contents made; 
no rupture of the intestine was present. In the transverse colon 
and anterior wall of the stomach, running at right angles to their 
long axes, several fissures or cracks in the peritoneal investment 
were observed; these however were superficial and limited to 
the peritoneal covering. 

Beginning at about one foot from the lower end of the ileum 
and extending upwards for three or four feet, the walls of the 
bowel were very thick, edematous and dark colored, and in the 
mesentery, corresponding to this portion of the intestine, shot- 
like bodies were to be felt—these indicating thromboses in the 
return circulation. This condition of the mesenteric veins extend- 
ed thruout the limits of the edematous bowel involved, and por- 
trayed possible gangrene. The intestine above the proximal end 
of the thickened bowel was distended, but not to an exaggerated 
degree. 

Whether to resect the involved gut or not was the question; 
however, I decided to act on the same principle I always do when 
in doubt in case of a strangulated hernia. The periteneal cavity 
was flusht and reflusht and then again reflusht, with large quanti- 
ties of hot normal-salt-solution, inspection indicating after each 
prolonged flushing a better appearance of the dark-colored bowel. 
The incision of the abdomen and evacuation of a large amount 
of contained bloody serum, releast the tension and admitted of a 
better circulation of the mesenterium just as the same relative 
procedure acts in cases of strangulated hernia. After convincing 
myself that a resection was probably not demanded, the abdomen 
was closed without drainage. 

The post-operative treatment consisted in lavage of the stom- 
ach because of frequent vomiting and I knew that by this method 
I could develop a reverse peristalsis and relieve the tension of the 
bowel above the promixal end of its involved portion. High 
enemas were employed. Strychnine was given in large doses 
hypodermically. Gas passt and slight bowel movements began 
after 48 hours. Convalescence was fairly squally, the pulse rang- 


_ing from 100 deg. to 130; the temperature (rectal) from 100.5 deg. 


to 102 deg. F’., plus, but in the end the patient made a perfect re- 
covery. 
This case interested me particularly as I had not seen a 


. &imilar one and I believe, had not operative relief been afforded, 


the patient would have suffered death from a moist gangrene of 
the bowel. I have had one case of a very similar clinical history 
without the trauma, in which gangrene of the bowel followed 
& thrombosis of the superior mesenteric artery; in this case I 
was sent for to operate for “obstruction of the bowels.” 

The finding of the bloody serum within the abdominal cay- 


ity, the red colored serum not being due to hemorrhage per se, 
is a rare occurrence in acute disease. 

Gangolphe and Carl Bayer have demonstrated that limited 
ascites indicates intestinal obstruction rather than acute periton- 
itis. The former surgeon as early as 1893 (Senn), “directed at- 
tention to what he considered as a new sign by means of which 
he thought internal strangulation might be distinguisht from 
other forms of intestinal obstruction. Bayer has called special 
attention to limited ascites as an important sign in distinguishing 
between strangulation of the intestine and perinonitis. 

“Gangolphe encountered a case of obstruction of uncertain 
diagnosis: laparotomy gave escape to. a considerable amount of 
serosanguinolent fluid, similar to that found in the sac of an or- 
dinary strangulated hernia. On exploration of the abdominal 
cavity the cause of obstruction was discovered in an internal 

strangulation of the small intestine at the foramen of Winslow. 

“Experimental research upon dogs has shown that constric- 
tion of a loop of intestine by an elastic ring results in effusion 
of bloody serum both into the peritoneal cavity and intestine and 
the quantity of the transudation is proportional to the length 
of intestine strangulated and the intensity of the obstruction.” 

The serosanguinolent fluid found in my case is accounted for 
in exactly the same way, the thrombosed mesenteric veins acting 
like constrictors. 

The question arises in a case of dynamic obstruction follow- 
ing a contusion of the intestines, whether or not the obstruction 
is purely a paralysis from trauma or whether the paralysis is 
secondary to an invasion of microbes permitted to pass thru the 
intestinal wall. 

This subject has been discusst pro and con by a number of 
writers. To my mind what may be true in one case would not 
be so in another. We know that the fluid in the sac of the stran- 
gulated hernia may or may not be sterile and I am inclined to 
think that in cases of so-called dynamic obstruction, the character 
of any resulting peritonitis would depend upon the condition of 
the bowel, in other words, whether or not it were viable; if non- 
viable dangerous microbes would probably be present, otherwise 
not. 

CASE II._RETRO-PERINTONEAL HEMORRHAGE FOL- 
LOWING A CONTUSION OF THE ABDOMEN RESULT- 
ING IN A HEMATOMA WHICH COMPRESST THE 
DESCENDING AND TRANSVERSE PORTIONS OF THE 
DUODENUM FROM BEHIND SO AS TO CAUSE IN- 
TESTINAL OBSTRUCTION: J. K., aged 20 years, rugged young 
man; weight 140 Ibs., occupation farmer, was thrown from a 
buggy, the result of a runaway accident, striking the ground so 
as to receive contusions of the abdomen and head and when 
pickt up was unconscious for some minutes; upon reaction, which 
occurred in a short time, he complained of headache and stomach- 
ache. The accident happened on the evening of Aug. 7th, 1902. 
On Aug. 8, 9, 10 and 11 he ate something and on the tenth his 
bowels moved twice. His temperature during this period ranged 
from 99 deg. F. to 100 deg. F.; pulse 80. On the night of Aug. 
11th, four days after the injury, he began vomiting and at this 
date his physician, Dr. S. J. Miller, of Greenwood, Neb., outlined 
a tumor-mass in the right upper abdomen below the ends of the 
ninth and tenth ribs. The vomitus consisted of whatever was in- 
troduced into the stomach, and also of bile-stained mucus which 
on several occasions was quite dark, evidently so from blood ex- 
travasation and this dark vomitus was rather bad smelling. Con- 
stipation was absolute. 

Dr. Kirkpatrick, of Ashland, Neb., and myself saw the pa- 
tient in consultation with his family physician at midnight, Aug. 
15th, eight days after the accident. I had been summoned for 
the purpose of doing an abdominal section for obstruction of the 
bowels, but counseled delay for the following reasons: The pulse 
and temperature were both nearly normal, the latter varying only 
from one to two degrees above normal. The facial expression 
was good, the abdomen soft, except over and in the immediate 
neighborhood of the tumor. I reasoned that the cause of the ob- 
struction was traumatic and as yet non-inflammatory, but the 
trauma might involve one of the several anatomical structures 
situated in that locality, which one it was impossible to say. It 
was evident that the secondary result of the trauma was an ob- 
struction in the upper part of the small intestine; delay would 
admit of resolution or the formation of a circumscribed ab- 
scess. 

Tt was advised that ice be applied to the abdomen an. wat 
the man be fed by the rectum and we await developments. Vom- 
iting persisted at intervals from one to several hours and the ob- 
struction remaining absolute, the patient was put upon the train 


the evening of Aug. 19, and brought to Omaha, a distance of 40 
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miles. I operated the next morning at the Clarkson Hospital. 
Upon making a vertical incision over the most prominent part 
of the swelling it was discovered that a large retro-peritoneal 
hematoma compresst the descending and transverse portions of 
the duodenum from behind in one part particularly, so that its 
walls were flattened one against the other. 

As a result of the hematoma the duodenum was crowded for- 
ward so that the lower peritoneal layer of the transverse meso- 
colon seemed like a mesentery of the duodenum itself. A vertical 
incision was made thru this layer of the peritoneum beneath the 
displaced and compresst duodenum and a sufficient quantity of 
the hardened clot removed to relieve the obstruction pressure. 
In passing my finger into this incision in an upward direction it 
came directly upon the right renal artery. As it did not seem 
wise to attempt to remove all of the hematoma for fear of excit- 
ing fresh hemorrhage, a large rubber drainage tube was inserted 
into the incised lower layer of the transverse mesocolon beneath 
the duodenum and sutured in this position with several stitches 
of catgut. A gauze gutter-drain was placed beneath the tube 
and carried with it out at the lower angle of the abdominal in- 
cision which was closed after the usual manner. 

When the chief part of the blood clot was removed, the up- 


‘per portion of the collapst small intestine below perceptibly dis- 


tended. 

The after-history of this case presents nothing unusual; there 
was occasional vomiting; the bowels moved on the fourth day 
following the operation, in response to an enema. The drain was 
romoved on the sixth day, the would healed without infection, 
the patient returning home Sept. 12th. 

The duodenum has been ruptured by trauma to the abdom- 
inal walls, it has also been wounded from behind without involv- 
ing the peritoneum, but the type of case of which mine is an 
example, is probably somewhat rare. 

I prepared a paper for our last meeting, which was publisht, 
in which was reported my personal experience in 25 cases of in- 
tra-abdominal injuries following trauma of the abdomen of the 
penetrating and non-penterating types. To these I can now add 
three additional cases, including the two just mentioned. There 
have been nineteen operations with nine deaths. Of the nine not 
operated there were four deaths, of these one would surely have 
been saved if operated upon EARLY; the three others would prov- 
ably have died in spite of any efforts of rescue. 

Had circumstances or a better judgment upon my part re- 
sulted in earlier operations in all of my operated cases, probably 
there would have been a lower mortality. I get no consolation 
from other sources because we all ought to know that DELAY 
in operating causes death, NOT the operation. 


THE PRESENT STATUS OF OUR KNOWLEDGE CONCERN- 
ING CANCER.* 


BY EDWARD N. LIELL, M. D., JACKSONVILLE, FLA. 


While much has been done in recent laboratory work in the 
line of determining the character and causes of carcinoma we must 
admit our shortcomings in this department of original research. 
With additional facilities (thru endowment of laboratories) we 
may expect much in the near future. 

The etiology and pathology of cancer are the most important 
questions of the day; a flood of light is about to be focused on its 
dark problems, giving strong hope ef an early definite solution. 
Whatever theories may exist as to its cause, two facts in its his- 
tory are at present generally admitted: First, in its inception it is 
of local origin, the process of generalization being relatively slow; 
second, it is the result of traumatism, or local irritation of the part 
affected. Its loathsome and fatal nature and the careful investiga- 
tions conducted at present with regard to its origin and eradica- 
tion combine to invest the disease with rare importance, 

The claim is made by Roswell Park that not only have 
pathologists, in their studies from autopsies, misst some of its 
most important aspects, but that surgeons, seeing in this mystery 
only the question of how far they may go with the scapel have 
misst the fundamental theories of its origin and the consideration 
of its etiology upon which its whole successful therapy must be 
based. 

As the chief predisposing causes I would mention heredity, 
racial, climatic, and topographical influences. While generally 
occurring in persons of advanced age, it is not infrequently met 
with in young adults, the disease in the latter instances being 
characterized clinically by greater malignancy. 


*Synopsis of address before the Florida State Medical Association. 


In a recent statistical paper by Dr. Lyon, bearing upon the 
distribution of cancer in Buffalo for the past twenty years, he 
points out the fact that it has been relatively on the increase, 
from 32 per 100,000 in 1880 to 53 in 1899. Dealing also with race 
distribution, he states that Germans and Poles, constituting but 
20 per cent of the population, are credited with 42 per cent of the 
cancer mortality; while native Americans, constituting 65 per cent 
of the population, are credited with but 29 per cent mortality. 
Statistics further show that 1 out of every 14 men and 1 out of 
every 9 women 35 years or more of age now die of cancer. 


Cicatrices, benign growths in the epithelium and chronic 
inflammatory conditions have long been known to favor the de- 
velopment of malignant disease. 


Joseph Bryant after careful investigation concludes that the 


influence of mental depression (melancholia, etc.) does not, as was - 


formerly believed, favor the development of cancer. 


The relation of trauma to malignant disease may now be re- 
garded as an establisht fact—especially frequent in scirrhus of the 
breast and epithelioma of the cervix uteri. 

Recent researches tend to prove not only the infectious na- 
ture of cancer, but its inoculability as well Cases are recorded in 
which the disease has spread by contact-infection and in which 
cancer of the upper alimentary tract has been followed by the dis 
ease appearing lower down. A primary outbreak of the disease in 
the fundus of the uterus has been followed by similar lesions of 
the cervix, and vice versa. In the pelvis cancer is not infrequent- 
ly due to infection with nodules detacht from cancerous growth in 
the upper part of the abdomen. Traumatic dissemination of the 
disease by inoculation of wounds during operation is generally 
admittéd. Yet Senn, claiming that proof is lacking that cancer 
has ever been inoculated, attempted to inoculate himself with a 
piece of fresh cancer taken from a lip, the small papule forming 
at the site of inoculation soon disappearing, leaving but a small 
sear. This single instance seems to me but scant proof in favor of 
his assertion, since we not infrequently meet with similar con- 
ditions and failures resulting from vaccine inoculation. At all 
events most surgeons agree with Roger Williams that in oper- 
ating care should be taken never to cut in affected tissues for fear 
of transplanting the disease to healthy areas. . 3 

As a result of their investigations at the New York State 
Pathological Laboratory Drs. Gaylord and Park have satisfied 
themselves that death in cancer results from a _ terminal—a 
hematogenous—infection, brought about by a distinct toxemia. 
Also thru experiments upon animals and by post-mortem examina- 
tion of patients dead from cancer, they have found the organs as 
well as the blood to contain large numbers of parasitic organisms, 
polymorphic to an extreme degree, the many forms changing with 
their different stages of development. By cultivation the smaller 
forms can be followed in their development as they increase in 
size; and if kept upon a warm stage they may be seen to throw 
out especially developt nuclei and conclude their life history by 
a formation of a sac in which they develop their spores. This so- 
called “cancer parasite” is usually intracellular, gradually in- 
creasing in size, the nucleus of the cancer cell usually plainly 
visible, being pusht aside by the parasite. 

Comparing the plates of various writers, the most striking 
feature is in the fact that, while they all agree as to the extran- 
eous nature of certain cells which they picture in various stages of 
cell-division or reproduction, they differ in great part in the pe- 
culiar interpretation of the phenomena they illustrate; an Italian 
writer showing the presence of blastomycetes, the French terming 
their findings protozoa, while the German investigators indicate 
them as products of cell-degeneration. 

Altho the trend of opinion generally is that cancer is of para- 
sitie origin, the minute nature of the germ is as yet unknown; 
from the knowledge obtained thru recent investigators, we may 
glean that different forms of those parasites have specific tenden- 
cies in one direction or the other. We are undoubtedly nearing 
the light which is sure to come from future investigation. 

Cullen, of Johns Hopkins, has recently shown that from 
three varieties of uterine epithelioma as many distinct types of 
carcinoma may be developt, and the opinion has also been ad- 
vanced by an active investigator that it may, and probably will, 
be found that the parasitic origin of cancer is not a question of 
any single organism, nor even of a single class, its analogy exist- 
ing in the several organisms producing pus-formation and in the 
three known types of micro-organisms producing malarial fever. 

Altho carcinoma as a type of disease is an example of epi- 
thelial infection (for without infected epithelium there is no can- 
cer cell or cancer formation), and altho sarcoma is an infection of 
connective tissue—in all probability by the same organisms, the 
tissue cells reacting somewhat differently, further research will 
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. est importance in suspected malignant disease, for upon an early 


Out of the growth of elaborated surgical methods a more optismis- 


elucidate the problem as to which kind of parasite prefers the 
epithelial cell and which the connective-tissue cell. 

While Cullen declares that all efforts in the line of culture 
of the parasite have so far met with negative results, Gaylord, on 
the contrary, states that in his later experiments upon animals 
he has succeeded in cultivating an organism directly from cancer, 
the culture medium being fucus crispus bouillon. Attempts to 
stain them were, however, but partically successful. From these 
experiments he determined to his satisfaction the identity of the 
organisms found in the fresh state and the forms known as “Rus- 
sell’s bodies,” “Plimmer’s bodies,” and the protozoon forms in the 
tissues. This organism was found abundantly in all organisms, 
including the blood, in all cases of cancer; when the cachexia was 
well markt the organisms, especially in their younger forms, were 
found in the peripheral blood. , 
Touching upon the question of diagnosis: this is of the great- 


diagnosis and an early operation depend the success and even,the 
possibility of any radical treatment. Acuteness in diagnosis is 
the result of general learning and familiarity with all the ele- 
ments conducive to a true appreciation of both symptomatology 
and pathology. 

The fallacy of the classical teaching concerning climacteric 
hemorrhages has done more than anything else to prevent an 
early diagnosis of cancer of the uterus. All cases with irregular 
hemorrhages should be promptly investigated. The importance of 


an early recognition of epitheliomatous degeneration of the cervix, ' 


as also of the body of the uterus, is in evidence. In the knowledge 
that its occurrence is mainly in old cases of laceration of the 
cervix, being actually a disease of the child-bearing woman, re- 
course should be had to early operation so that the cervix may 
not present a spot of least vital resistance favorable to the devel- 
opment of the disease, 

When a suspicion of malignant disease exists a miscroscopical 
examination of debris from the uterine cavity, thru an explora- 
tory curettage or a portion of tissue excised, should be made as a 
means of arriving at a correct diagnosis. While it has been ques- 
tioned whether a preliminary microscopical section should be made 
for diagnostic purposes, in that the porcedure might increase the 
activity in the growth, it is my conviction that every suspicious 
growth should, when possible, be subjected to pathological ex- 
amination. 

Because of the great variety in the nature of breast tumors 
and the tendency which even benign tumors have to undergo 
pathological changes, developing not infrequently into malignant 
growths, it is imperative that every tumor of the breast of what- 
ever nature be excised, and at the earliest possible moment. The 
fact that cancer-cells have been found below the fascia in such 
tumors proves the necessity of the extension of surgical inter- 
ference by removal of the pectoral muscles and the glands in the 
axilla. It is a fact that when cancer cells have disseminated 
themselves so that they are not accessible to the scalpel a speedy 
relapse is to be expected. If the case be dealt with early in the 
course of the disease the hope of long freedom from a return is 
almost assured; its reappearance after a period of three years or 
more is to be regarded as a new infection, 

In the diagnosis of certain obscure surgical lesions of the 
stomach, and as an aid in arriving at the exact condition of the 
digestive functions of the organ—any derangement of which it is 
at times important to correct in order to prepare a patient to 
seen an operation—the laboratory proves of invaluable as- 

nee. 

A ray of hope in both inoperable and post-operative sarcoma 
is afforded by the use of Coley’s preparation of the mixt toxins of 
erysipelas and bacillus prodigiosus. 

In the modest Physftal Institute of Wurzburg, Bavaria, the 
X-ray first saw the light, marking Roentgen’s epoch-making dis- 
covery and research on the cathodic rays of Crookes. The theory 
advanced by Hopkins, in his work on treatment of carcinomatous 
growths by the X-rays, using the soft tubes only, is that their 
Dower of altering tissue is in proportion to the power of that 
tissue to resist any destroying agent. The embryonic cells which 
largely compose carcinomatous tissue are made up of unstable 
Molecules and can readily be rearranged or even destroyed. This 
brings us to a realization of the fact that the results achieved in 
the treatment of malignant disease are as yet. markedly deficient, 
tho favorable in contrast to those of only a generation ago. 


tie view has come into existence, recent statistics showing that 
with modern technic, the period of immunity from recurrence 
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The surgeon’s art lives on and will live on forever. In the 
tendencies of to-day is fore-shadowed that which lies buried in the 
future. Standing as we do at the threshold of a new century, let 
our confidence be unshaken in anticipating still greater and equal- 
ly markt developments in the field of bacteriology and surgical 
pathology. 


COMMENT ON “SOME QUEER THINGS IN MEDICAL 
JOURNALS.” 


BY JAMES MOORES BALL, M. D., ST. LOUIS. 


In American Medicine for January 17, 1903, is an article by 
D. H. Galloway, M. D., Ph. G., of Chicago. He writes concerning 
“Some queer things in medical journals.” In his letter the fol- 
lowing occurs: 

“Dr. James Moores Ball, in an article in the Tri-State Medical 
Journal of October, 1898, speaks of sterilizing a slippery elm tent 
in alcohol containing 1 to 4,000 bichloride solution. He fails to 
tell us how much of the 1 to 4,000 bichloride solution his alcohol 
contains. It is inferred, however, that the alcohol itself holds in 
selution one part of bichloride to 4,000 of the alcohol.” 

Now, to set things right let me say: 

1. I did not write the article in question or any part thereof. 

2. It was written by Dr. L. L. Renshaw, of Monona, Iowa. 
and was credited to him. (Endometritis and its Treatment, by L. 
L. Renshaw, M. D., of Monona, Tri-State Medical Journal, Octo- 
ber, 1898, page 505.) 

8. The objectionable quotation should be credited where it 
belongs, viz.: to Dr. Frank A. Glasgow, a professor in the Medl- 
cal Department of the Washington University, St. Louis, whonr 
Dr. Renshaw quotes. (See Tri-State Medical Journal, October, 
1898, page 505, twenty-fifth line from the top of page.) 

I trust you will give this note as much prominence as was 
in American Medicine to the unfair, incorrect and unjust criticism 
which Dr. Galloway passt upon me. 


A BRIEF NOTE ON THE TREATMENT OF 
DYSMENORRHEA. 


BY O. LEHMANN, M. D., CHARLOTTENBURG. 


Various plans of treatment have been recommended in dys- 
menorrhea,.but this diversity shows the lack of unanimity of 
opinions as to the etiological methods of treatment, as the organ 
is so accessible to such measures. Even in cases in which no dis- 
placement or inflammatory process can be detected. it is cus- 
tomary to regard a stenosis of the cervical canal as the scape- 
goat. and to treat this condition with sounds, dilators, or by 
means of incision, ete. There are, however, a not inconsiderable 
number of cases in which dysmenorrhea is to be considered not 
as a local affection. but as part of a constitutional condition, which 
is manifested most prominently in a certain organ. Just as in 
nervous dyspepsia the existing pain and colic may be due not to 
local anatomical changes, but to a general hypersensibility (neu- 
rasthenia, hysteria and chlorosis), so in some young persons sub- 
ject to a general hyperesthesia, the congestive irritation of the 
uterine mucous membrane may reach such a point that the menses 
may be attended with attacks of pain, with or without other 
symptoms. It is a matter of indifference whether this menstrual 
hyperesthesia is brought about by spasmodic uterine contractions 
or by spasmodic contractions of the circular fibers at the inter- 
nal os. 

We are chiefly concerned with the fact that we we have to 
deal with a class of young persons with nervous depression, the 
most markt manifestation of which is nervous dysmenorrhea. 
Clinically nervous dysmenorrhea differs from mechanical dys- 
menorrhea due to a stenosis, in that the symptoms more fre- 
quently increase than diminish after the establishment of the 
menstrual flow. 

In regard to the treatment of nervous dysmenorrhea, atten- 
tion must be given to improvement of the general health. Aside 
from this Koblanck, Schiff and others have recently obtained good 
results from applications of a twenty per cent. cocain solution or 
from galvano-caustic procedures to the two genital zones in the 
nose described by Fliessch; that is, the anterior part of the lower 
turbinate and the tuberculum septi. 

These procedures, however, are inconvenient, as the patient 
must present herself for treatment at each menstrual period, and, 
according to my experience, equally satisfactory results can be 


after radical operation is lengthening and the percentage of appar- 
ent cures steadily increasing. 


obtained from internal treatment, I have resorted to aspirin for 
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this purpose on account of its analgesic properties, and with ex- 
cellent success. The initial dose administered was ordinarily 
fifteen grains, followed usually after an hour with another eight 
grain dose. As arule, this amount sufficed, while in other cases 
its use was continued in 8 grain doses every hour until thirty 
or forty-five grains had been given. In still other instances in 
which the disturbances preceded menstruation for some time a 
different plan of administration was adopted, as in the case of 
a young girl in whom the dysmenorrhea was preceded by a con- 
dition of dementia lasting one-half a day. In this case the in- 
tense headache, vertigo, and hot flashes which developt two days 
before the establishment of menstruation were relieved by the 
administration of fifteen grains of aspirin, three times daily, and 
the existing abdominal pains were also so ameliorated that the 
patient was not compelled to interrupt her work. 

It is not my object in this article to make a detailed report, 
but simply to refer to the utility of aspirin in nervous dysmen- 
orrhea, so as to encourage further tests in this direction. 


LITERARY NOTES. 


ALBERT’S SURGICAL DIAGNOSIS. 


D. Appleton & Co., of New York, have lately issued a most 
excellent work entitled: “The Diagnosis of Surgical Diseases,” 
by E. Albert, M. D., late Director and Professor in the Surgical 
Clinie of the University of Vienna. Translated by Robt. T. 
Frank, A. M., M. D., of New York. There are thirty-one chap- 
ters (illustrated by 53 engravings), devoted to the most important 
topics in surgery; injuries, hernias, tumors, cancer, dislocations 
and the like, recognition of which is not always easy. The case- 
reports are particularly interesting. The entire book is thoroly 
practical and instructive, to be read with profit by doctor as well 
as student. 


TACOBSON’S OPERATIVE SURGERY. 


“The Operations of Surgery,” By W. H. A. Jacobson, 
M. D., M. Ch, Oxon, F. R. C. S., Surgeon to Guy’s Hospital; Con- 
sulting Surgeon Royal Hospital for Children and Women; Mem- 
ber Court of Examiners Royal College of Surgeons, ete.; and 
F. J. Stewart, M. S., London, F. R. C. S., Assistant Surgeon Guy’s 
Hospital and to the Hospital for Sick Children, Surgeon in 
Charge of the Throat Department, Guy’s Hospital. Fourth Edi- 
tion, Revised, Enlarged and Improved. 550 Illustrations. Two 
Volumes. Volume I: Operations on the Upper Extremity; Oper- 
ations on the Head and Neck; Operations on the Thorax. Volume 
II: Operations on the Abdomen; Operations on the Lower Ex- 
tremity; Operations on the Vertebral Column. Publisht by P. 
Blakiston’s Son & Co., 1012 Walnut St., Philadelphia, 1902. It is 
a pleasure to note the issuance of a fourth edition of this mag- 
nificent work, which has for many years been the best English 
treatise on operative surgery. This edition is better even than 
former ones and should be on the “working shelf” of every oper- 
ator. 


DeSCHWEINITZ ON DISEASES OF THE EYE. 


A Text Book of Diseases of the Eye. A Handbook of 
Ophthalmic Practice for Students and Practitioners. By G. E. 
de Schweinitz, A. M., M. D., Professor of Ophthalmology in the 
University of Pennsylvania, ete. Fourth Edition, Revised, En- 
larged and Entirely Reset. Octavo volume of 773 pages with 280 
text-illustrations and 6 chromo-lithographic plates. Cloth, $5.00 
net; Sheep or Half. Morocco, $6.00 net. This book has attained 
its fourth edition which is sufficient proof of its deserved popular- 
ity. Written in the hope that it would prove of service to both 
students and practitioners, it has more than fulfilled all expecta- 
tions. The methods of examining the eyes, and the symptoms, 
diagnosis, and treatment of ocular diseases have received the 
largest share of attention. The subject matter has been given 
in greater detail than is customary in books of its scope, doubt- 
less because the author, being a teacher of wide experience, rec- 
ognized more fully than others the knowledge requisite for the 
successful practice of ophthalmic science. In this new edition 
the text has been thoroly revised, and the entire work has 
been reset, many new chapters have been added, such as Thom- 
son’s lantern test for color-blindness; hysteric alopecia of the 
eyelids; metastatic gonorrheal conjunctivitis; grill-like keratitis 
(Haab); the so-called holes in the macula; divergence-paralysis; 
convergence-paralysis; and many others. <A large number of 
therapeutic agents comparatively recently introduced, particular- 


ly the newer silver salts, are given in connection with the dis- 
eases in which they are indicated. The illustrative feature of 
the work has been greatly enhanced in value by the addition of 
many new cuts and six full-page chromo-lithographic plates, all 
most accurately portraying the pathologie conditions which they 
represent. There is no question that this fourth edition will at- 
tain the same popularity as did its predecessors. Publisht by 
W. B. Saunders & Co., Philadelphia; St. Louis: Lewis S. Mat- 
thews & Co. 


MURPHY’S REPORT ON SURGERY. 


The November, 1902, number of the “Practical Medicine Se- 
ries of Year Books,” is devoted to general surgery. It is edited 
by the distinguisht John B. Murphy, A. M., M. D., Professor of 
Surgery in Northwestern University, Chicago. It briefly discuss- 
es the contributions of the year to practically all general surgical 
diseases, such as wound healing, tetanus, burns, tumors, frac- 
tures and diseases of joints, injuries of the pleura and pericar- 
dium, surgical diseases of the stomach and intestines, appendicitis, 
hernia and injuries of the extremities. To anyone who has not 
the time to read journals like Annals of Surgery, International 
Journal of Surgery and American Journal of Surgery and 
Gynecology (not to mention the surgical articles appearing in the 
great weeklies), this volume will be found very useful. It may be 
obtained from the Year-Book Publishers, 40 Dearborn St., Chi- 
cago, at $2.00. The price of the year’s series, 10 volumes, is $7.50, 


EYRE’S BACTERIOLOGICAL TECHNIC. 


Bacteriological Technic. A Laboratory Guide for the Medi- 
eal, Dental and Technical Student. By J. W. H. Eyre, M. D., 
F. R. S., Edin., Bacteriologist to Guy’s Hospital, and Lecturer on 
Bacteriology at the Medical and. Dental Schools, ete. Octavo of 
3875 pages, with illustrations. Philadelphia and London W. B. 
Saunders'& Co., 1902, Cloth, $2.50 net. This book is an excellent 
one. It presents, concisely yet clearly, the various methods at 
present in use for the study of bacteria, and elucidates such 
points in their life histories as are debatable or still undeter- 


many uncertain methods usually crowded into books of this kind, 
only those being included that are capable of giving satisfactory 
results even in the hands of beginners. The excellent and ap- 
propriate terminology of Chester has been adopted thruout. This 
is a very commendable feature, as Chester’s terminology needs 
but a trial to convince one of its extreme utility; and its inclusion 
in an elementary manual is calculated to induce in the student 
habits of accurate observation and concise description. The illus- 
trations are numerous and practical, the author considering, and 
rightly so, that a picture, if good, possesses a higher educational 
value and conveys a more accurate impression than a page of 
print. The work is not intended for the medical and dental stu- 
dent alone, having been designed with the needs of the technical 
student generally constantly in view, whether he be of brewing, 
dairying or agriculture. Of the many laboratory guides and tech- 
nical manuals constantly being issued, this is, without question, 
for a book of its pretensions, the best that has been issued. Any 
reader of the journal who wishes a small treatise which will give 
a clear explanation of bacteriologic subjects will do well to in- 
vest the small sum required to purchase this book. 


MATTHEWS ON HOW TO SUCCEED. 


A most interesting volume to one who has “been thar” as 
well as to one just beginning to practice, is “How to Succeed in 
Medicine;” by Joseph M. Mathews, M. D., L.L. D., Professor 
of Surgery in the Hospital College of Medicine, Louisville. The 
gist of the whole matter may be given*in two extracts: (1) The 
Dedication—“TO MY WIFE, for 25 years my partner in love 
and affection, to whose rare good judgment, excellent advice and 
steadfastness I owe much of whatever success has come to me 
in the medical profession;” and (2), a paragraph set in the mid- 
dle of a page, alone: “Ethics—Do unto others as you would have 
others do unto you, and if you are ever is doubt about the proper 
course to pursue consult the Code of Ethics of the American 
Medical Association.” The chief chapters are: Requirements 
to make a good doctor; Secking a Location; Securing 2 Wife; The 
First Year; About Specialties; Business Side of a Doctor’s Work; 
Young vs. Old Doctors; Country vs. City Doctors; Art in Medi- 
cine; Some Rare Types, and Lights and Shadows. It is very en- 
tertainingly written and contains a world of thought and comfort 
and optimism. It may be obtained from the publishers, John P. 


Morton & Co., Louisville. 


mined. Moreover, it does not encumber the student with the © 
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ROBSON’S DISEASES OF THE PANCREAS. 


Diseases of the Pancreas and Their Surgical Treatment. By 
A. W. Mayo Robson, F. R. C. S., Senior Surgeon, Leeds General 
Infirmary; Emeritus Professor of Surgery, Yorkshire College, 
Victoria University, England; and B. G. A. Moynihan, M. S. 
(Lond.), F. R. C. 8., Assistant Surgeon, Leeds General Infirmary; 
Consulting Surgeon to the Skipton and to the Morfield Memorial 
Hospitals, England. Handsome octavo volume of 293 pages, il- 
lustrated. Philadelphia: W. B. Saunders & Co., 1902, Cloth, $3.00 
net. This work, dealing with the surgical aspect of pancreatic 
disease, has been written with a two-fold object: to record and to 
review the work done in the past, and to indicate, so far as pos- 
sible, the scope and trend of future research. It may be said 
freely and unreservedly that the objects aimed for could not have 
been better accomplisht. It is only within recent years that any 
material progress in our knowledge of the functions of the pan- 
creas has been made, and therefore a work like the present vol- 
ume, the combined efforts of two such distinguisht surgeons, will 
most certainly be welcomed by the profession. The work is an 
excellent one, and besides containing a very commendable ex- 
position of the various diseases and injuries of the pancreas, it 
includes an accurate account of the anatomy, abnormalities, de- 


velopment, and structure of the gland. Undoubtedly every sur- 


geon and physician will find its perusal of unusual advantage. 


MATTISON METHOD IN MORPHINISM. 


The Journal is in receipt of a pretty little book of less than 
100 pages, devoted to an explanation of a rational cure of the 
opium habit without suffering or the use of drugs detrimental 
to health. The price is $1.00. It may be obtained from the 
author, Dr. J. B. Mattison, of Brooklyn, N. Y. 


WALMSLEY’S PHOTO-MICROGRAPHY. 


The A B C of Photo-Micrography. A practical Handbook 
for Beginners. By W. H. Walmsley. 155 Pages, 5x7, avith 29 
Photo-Micrographs by the Author. Cloth, $1.25 net. (Tennant & 
Ward, New York.) The lack of any American book dealing with 
this fascinating branch of photographic work, and the great need 
of an elementary introduction to photo-micrography, has led Mr. 
W. H. Walmsley to prepare this excellent manual. Mr. 
Walmsley is a recognized authority in the  photo-mi- 
crographie world, and has had a more varied and longer expe- 
rience in the field than most of his co-workers. He deals with 
his subject in a plain but comprehensive way, and the beginner 
who will study the A B C should find his difficulties vanish. The 
illustrations add largely to the practical value of the book and 
are, in themselves, most interesting. 


THE PUBLIC AND THE DOCTOR, 


Such is the title of a neat little book by Dr. B. E. Hadra, of 
Dallas, Texas, for many years Professor of Surgery in the Texas 
Medical College. It is intended to be bought by physicians to 
present to their patients—to more firmly cement the bonds of 
friendship and faith which should exist between them. It com- 
mends regular medicine, condemns advertising “specialists,” 
points out the objections to patent medicines, explains why one 
should have a regular medical attendant instead of skipping 
around from one to another, and other matter of similar charac- 
ter. For the purpose for which it was writ it is to be com- 
mended. 


AMERICAN TEXT-BOOK OF OBSTETRICS. 


The American Text-Book of Obstetrics. In two volumes. 
Edited by Richard C. Norris, M. D., Art Editor, Robert L. Dick- 
inson, M. D. Second Edition, thoroly Revised and Enlarged. 
Two handsome imperial octavo volumes of about 600 pages each; 
nearly 600 text-illustrations and 49 colored and half-tone plates. 
Per volume: Cloth, $3.50 net; Sheep or Half Morocco, $4.00 net. 
This is a work for the student and practitioner alike. It makes 
clear those departments of obstetrics that are at once so impor- 
tant and usually so obscure to the medical student. The obstetric 
emergencies, the mechanics of normal and abnormal labor, and 
the various manipulations required in obstetric surgery are all 
described in detail, and elucidated with numerous practical il- 
lustrations. Since the appearance of the first edition many im- 
Portant advances have been made in the science and art of ob- 
stetrics. The results of bacteriologic and of chemicobiologic re- 
search as applied to the pathology of midwifery; the wider range 


of surgery in treating many of the complications of pregnancy, 
labor, and the puerperal period, embrace new problems in ob- 
stetrics, some of which have found their place in obstetric prac- 
tice. In this new edition, therefore, a thoro and critical revision 
was required, some of the chapters being entirely re-written and 
others brought up to date by careful scrutiny. A number of new 
illustrations have been added, and some that appeared in the 
first edition have been replaced by others of greater excellence. 
By reason of the extensive additions the new edition bas been 
presented in two volumes, in order to facilitate ease in handling. 
The success primarily achieved unquestionably awaits this pres- 
ent edition, as there is no more commendable work on the sub- 
ject. Besides the editors named a number of prominent con- 
tributors may be mentioned: Drs. Howard Kelly, Edward P. 
Davis, Henry J. Garrigues, Barton Cooke Hirst, Henry Schwarz 
and J. Clarence Webster being perhaps best known to readers of 
the Journal. Publisht by W. B. Saunders & Co., Philadelphia. 
For sale in St. Louis by Lewis S. Mathews & Co. 


THE YEAR-BOOK SERIES. 


The December number of the Year-Book “Practical Medicine 
Series” is devoted to eye, ear, nose and throat. It is edited by 
Drs. Casey A. Wood, Albert H. Andrews and T. Melville Hardie. 
It is a neat 12-mo. volume of 320 pages, bound in green cloth, 
price $1.50. Publisht by the Year-Book Publishers, Chicago. It 
pretty thoroly covers recent progress in three important fields of 
special surgery and can be recommended to those who wish a 
concise resume of recent contributions to one branches of med- 
ical literature. 


TRANSACTIONS OF NEW HAMPSHIRE SOCIETY. 


The volume of Transactions of the New Hampshire State 
Medical Society has been received from the Secretary, Dr. Gran- 
ville P. Conn. It contains a number of excellent surgical and 
gynecological papers and interesting discussions thereof, and al- 
together reflects credit upon the society. 


INTERNATIONAL TEXT-BOOK OF SURGERY. 


The International Text-Book of Surgery. In two volumes. 
By American and British Authors. Edited by J. Collins Warren, 
M. D., LL. D., F. R. C. S. (Hon.), Professor of Surgery, Harvard 
Medical School; and A. Pearce Gould, M. S., F. R. C. S, of Lon- 
don, England Second Edition, Thoroly Revised and Enlarged. 
Vol. I. General and Operative Surgery. Royal octavo of 965 
pages, with 461 illustrations, and 9 full-page colored lithographic 
plates. Vol. II. Special or Regional Surgery. Royal octavo of 
1122 pages, with 499 illustrations and 8 full-page colored litho- 
graphic plates. Philadelphia and London: W. B. Saunders & 
Co., 1902. Cloth, $5.00 net; Sheep or Half Morocco, $6.00 net. In 
planning this work the editors and co-workers have kept con- 
stantly in mind the needs of both student and practitioner. The 
result is a masterly exposition of the art and science of surgery, 
untrammeled by antiquated traditions. In its realization they 
have given to medical literature an invaluable text-book, em- 
bodying a clear but succinct statement of our present knowledge 
of surgical pathology, symptomatology, and diagnosis, and such 
a detailed account of treatment as to form a reliable guide to 
modern practice. In this new edition the entire book has been 
carefully revised, and special effort has been made to bring the 
work down to the present day. The chapters on Military and 
Naval Surgery have been scrupulously revised and extensively 
re-written in the light of the knowledge gained during the recent 
wars. The articles on the effect upon the human body of the 
various kinds of bullets, and the results of surgery in the fie:d 
are based on the latest reports of the surgeons in the field. 'the 
chapter of the lymphatic system has been completely re-written 
and brought up to date; and of special interest is the chapter on 
the spleen. The already numerous and beautiful illustrations 
have been greatly increast, constituting a valuable feature, es- 
pecially so the seventeen colored lithographic plates. The work 
is excellent, clear, concise, and up-to-date. 


TEXAS TRANSACTIONS. 

The volume of Transactions of the Texas ‘State Medical So- 
ciety for 1902 is neater, larger and even better than its excellent 
predecessors. It is a credit to its printers, to its editors and to 
the medical profession of the great state it represents. 
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SURGICAL NOTES. 


RUPTURE OF HEART. 


In Maritime Medical News, D. Mackintosh, M. D., of Pug- 
wash, N. S., reports a case of rupture of the heart: P. L., aged 
81 years, a man of large physique; an inmate of the Cumberland 
County Asylum. Never complained of anything in particular. Ar- 
tries atheromatous; arcus senilis well markt. This man was 
sitting on a block in the read yard of the asylum when he sud- 
denly jumpt to his feet exclaiming, “I am dying.” He then walkt 
into the house to the general sitting room, a distance of fifty 
paces, sat down on a chair, again jumpt to his feet and with but 
little assistance from the nurse walkt back into the hallway, 
ascended a flight of stairs consisting of twenty-two steps, walkt 
into the dormitory and lay down on his bed. He complained of 
praecordial pain and vomited several times. His face was bathed 
with perspiration and his countenance was pale. Before the doc- 
tor could reach him he expired; that was about one hour and a 
half from the time of the first symptom. A post-mortem exam- 
ination revealed a rupture of the right ventricle at the apex and 
close to the septum. The pericardium was full of dark semi-fluid 
blood and the rupture was from a quarter to half an inch in extent. 
The walls of the heart were so fragile and thin from fatty degen- 
eration that the doctor could poke his fingers thru them anywhere. 
The interest in this case lies in these facts, viz.: That rupture of 
the heart is a comparatively rare accident, and tiat the patient 
was able, almost unassisted, to walk a considerable distance, and 
lived over one hour and a half after the rupture took place. 


OPERATION FOR GOITER. 


At the recent meeting of the Canadian Medical Association, 
Dr. Ingersol Olmstead, of Hamilton, Ont., read a paper on “The 
Operative Treatment of Goiter.’ He said that medical treat- 
ment is always unsatisfactory. Surgery is advisable in the fol- 
lowing conditions: First, as soon as a goiter becomes dangerous 
(that is when attacks of dyspnea occur, or inflammatory changes 
begin, or there is the slightest suspicion of a malignant degenera- 
tion.) Second, all enlarged thyroids having a tendency to grow 
towards the aperture of the thorax, even if they are movable. 
Third, goiters that have reacht considerable development from 
the formation of single large colloid nodes. Fourth, when with a 
moderate goiter, symptoms of Basedow’s disease appear, accom- 
panied with an increast development of the goiter. The opera- 
tion he advised is the one usually performed by Kocher and is 
done under cocaine anesthesia. It consists of a transverse sym- 
metrically bowed incision, with its convexity downwards, from 
the outer surface of one sterno-mastoid muscle to the other, high- 
er or lower according to the position of the goiter. The skin, un- 
derlying platysma and fascia of the sterno-hyoid and sterno-thy- 
roid muscles are reflected upwards. The fascia joining the mus- 
cles in the median line of the neck is then divided as well as the 
outer fibrous capsule of the gland. The half of the gland which 
is most involved, is then shelled out of its capsule, the superior 
and inferior thyroid arteries tied, the isthmus cut with goiter 
clamp and ligated. The remaining attachments are then ligated 
and portion removed. The wound is closed with a subcuticular 
wire suture without drainage. Twelve cases operated on during 
the past year were reported by Dr. Olmstead. The average stay 
in the hospital was only seven days. The resulting scar is very 
slight, and little or no pain is complained of during the opera- 
tion. 


LOOSE CARTILAGES OF KNEE-JOINT. 

Before the Toronto Clinical Society Dr. Geo. A. Peters recent- 
ly presented patient and specimen illustrating this condition. The 
subject was a young man, twenty-two years of age, with a good 
family history. Nine years ago, while playing hockey, he was 
struck on the knee. He complained of weakness in the joint for 
two years, on a training ship. The condition was accompanied by 
considerable pain. The foreign body could be felt quite readily, 
tho it would disappear under the patella. This had existed for 
seven years when Dr. Peters first saw him. It was removed un- 
der cocaine anesthesia. The incision was made at the upper 
aspect of the joint about an inch and a half above the upper bor- 
der of the patella, cutting thru the quadriceps extensor. The body 
obtained was cartilaginous on one surface, but the opposite as- 
pect bony. A complete cure resulted. 


UNNECESSARY OPERATIONS. 
Attention is called by Canadian Practitioner and Review to 
the fact that at the present time there is a tendency to perform 


operations upon cases when, to say the least of it, operative in- 
terference is unnecessary. In the way a veritable cacoethes op- 
erandi grows apace. In no department of surgery, the editor 
thinks, is this so prevalent as in that of the nose and throat. A 
distinguisht laryngologist has lately drawn attention to the sun- 
ject in a lecture on the principles of local treatment in diseases 
of the upper air passages. He points out that the craze for oper- 
ation is conspicuous in the case of adenoid vegetations, which 
came for the notice of the profession only about twenty years 
ago. Suddenly thereafter operation for adenoids became the rage, 
and every lymphatic nodule in the pharynx promptly removed. 
It must be admitted that in a severe case causing obstruction to 
nasal respiration, operation is not only justifiable but distinctly 
indicated, but many non-obstructive cases do not need operation, 
and the adenoids often disappear spontaneously. In the case of 
adenoids, the fault lies partly with the public, for parents ask 
each other if their children have been “done,” as if it were a mat- 
ter as necessary as vaccination. With regard to the danger of 
this excessive operating, in 1896 statistics were publisht in Eng- 
land, showing that in two years and a quarter eleven deaths were 
reported after operation for adenoids, most of which were con- 
sequent upon the practice of obliging the anesthetist to perform 
his duties with the patient in a sitting posture. Next to adenoids, 
perhaps operations on the nose come into the question. No one 
can object to a nasal spur (or other material obstacle which causes 
serious obstruction to breathing) being removed, but every slight 
deviation or spur of the nasal septum does not require the saw, 
nor every puffiness of the turbinate bones the cautery. 


PECULIAR SECONDARY SYMPTOM OF SYPHILIS. 


In Maritime Medical News, Dr. J. J. Doyle, of Halifax, N. 
S., reports a case of acute neuralgia of the brachial plexus in 
which that was the first of the secondary symptoms of syphilis. 
The pain set in suddenly the week before he consulted the doc- 
tor and had been gradually getting worse, becoming so severe 
at night as to prevent sleep. There was no history of injury. Ex- 
amination of chest and urine was negative; there was no wasting 
of muscles; no restriction of movement; no definite puints of ten- 
derness; temperature, normal. The doctor tried phenacetin and 
salicylates without giving any relief and had to resort to mor- 
phine hypodermically. A series of small blisters along the course 
of the various nerves gave but temporary relief. Dr. Doyle sent 
the patient to Dr. Weaver to have him try the effect of static 
electricity. This, also, gave no permanent relief. Several weeks 
afterwards, Dr. Weaver wrote that he had found a copper colored 
rash on chest and back and signs of a hard chancre on penis. 
The patient was then placed on specific treatment, and within a 
week all pain had disappeared and there has been no return. 


MYELOID SARCOMA OF HUMERUS. 


Canadian Practitioner and Review gives a brief note con- 
cerning excision of the upper end of the humerus for myeloid sar- 
coma by Dr. E. Silverthorn, of Toronto. The patient was a girl 
eleven years of age, well-nourisht and of healthy appearance, 
who came to him complaining of difficulty in the right arm. An 
examination of the arm showed that it was held firmly fixt at 
the shoulder joint, with resistance on any attempt being made 
to move it in any direction. The upper end of the humerus 
was very much enlarged, which was well shown by a skiagraph. 
No fluctuation or “egg-shell crackling’ was to be made out. The 
pre-operative diagnosis lay between sarcoma and tubercular dis- 
ease. In the excision the only lowest fibers of the pectoralis 
major were left, yet a good result has been obtained. Bxamina- 
tion of the specimen showed the malignant character of the trou- 
ble. The wounds healed by first intention. The girl has now a 
fair amount of control over the extremity. 


DIAGNOSIS OF STONE, 


Dr. Abraham Groves, of Fergus, Ont., in a paper in Cana- 
dian Practitioner and Review, says that the diagnosis of stone in 
the bladder is by no means theoretically difficult, but in actual 
practice the existence of a stone is often overlookt, even when 
its presence is suspected-and search made for it. There came 
recently under his observation a patient with symptoms of stone 
in the bladder, but nothing could be found by sounding, altho this 
had been done on two occasions by one of the oldest surgeons in 
Canada, who gave a positive opinion that there was no stone 
present, but the symptoms came from a large sensitive prostate. 
Shortly after he came under Dr. Groves”. care, by using Bigelow’s 
evacuator the click of a stone against the tube was quite dis- 
tinct, and, on operating, a stone more than one inch in diameter 


was found. The reason it was misst by the sound was because 
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the sound passt over it. With the evacuator the outward rush 
of water drew the stone against the tube with a distinct click. 
A second case was met, in which the most careful sounding failed 
to find a stone, but with the evacuator not only was it found, but, 
being of small size, it came away in the eye of the tube. Given 
then the ordinary symptoms of stone, if the sound does not re- 
yeal it, Dr. Groves thinks the doctor should make it an invariable 
rule to use the evacuator, and if with this no stone is found, the 
evidence is pretty conclusive that none exists unless indeed it be 
encysted, and in his experience this is an exceedingly rare con- 
dition. In children the large tube cannot be used, nor is there 
indeed great need of the evacuator with them for there is no 
prostatic hypertrophy and the contractile bladder will usually 
bring the stone at once in contact with an ordinary sound. 


REMOVAL OF BLADDER. 


In Maritime Medical News Dr. A. Lapthorn Smith, of Mon- 
treal, gives a historical outline of 100 cases of removal of the 
bladder, from which it appears that when the operation of re- 
moval of the bladder was done for malignant disease the death 
rate was over 50 per cent., while in cases of exstrophy and other 
non-malignant conditions the death rate was only 19 per cent. 
He is strongly of the opinion that with greater experience in 
technic the mortality of the non-malignant cases will fall much 
below nineteen, while in the malignant ones when the disease is 
recognized and removed much earlier the high death rate of over 
fifty per cent. will be reduced to less than twenty-five, just as it 
has been in hysterectomy for cancer which was 75 per cent twen- 
ty-five years ago, but is now less than five. He therefore urges 
all practitioners to look out for this disease (cystitis and hemorr- 
hages being among the early symptoms), and not to lose precious 
time in unavailing local and medicinal treatment. His own case 


_was misleading because she had a fibroid tumor the size of an 


orange pressing on the bladder, for which the patient was taken 
to hospital and the tumor was easily relieved by myomectomy. 
Her bladder symptoms not being relieved, a button hole was 
made and the bladder explored by the finger, when the cancer 
was found occupying the trigone. Two weeks later the abdomen 
was opened, peritoneum pusht back, ureters cut off and attacht 
to the vagina and the bladder removed together with enlarged 
pelvic glands. Patient rallied well and was making good recovery 
until sixth day when she rapidly collapst and died. She was six- 
ty-five years of age and in poor condition and the disease was too 
far advanced. 


RUPTURE OF AXILLARY VEIN BY MANIPULATION. 


Shepherd, of Montreal (Annals of Surgery, May, 1902), re- 
cords the following case, which shows how easy it is to produce 
rupture of the axillary vein in efforts at reduction of dislocations: 
The patient, a man sixty-two years of age, was suffering from a 
subglenoid dislocation of the humerus of about five weeks’ stand- 
ing. Reduction of the luxation under ether was undertaken, and 
while the assistant was making a few preliminary manipulations, 
the axilla became suddenly swollen, dusky in color, the arm cold 
and swollen, and no pulse at the wrist. It was surmised that a 
large blood-vessel had been ruptured. Dr. Shepherd at once cut 
down upon the subclavian, passt a temporary catgut ligature 
around it over a piece of rubber tubing, and then cut into the 
axilla. After turning out a large blood clot, it was found that 
the axillary vein had been ruptured near the point where the 
basilic is joined by the venae comites; the vein was attacht to 
the capsule. It was ligated above and below the point of rup- 
ture. It was then found impossible to reduce the dislocation 
because the tuberosities had been torn away and were firmly 
implanted into the glenoid fossa. They were removed, and the 
head of the humerus excised, after which the bone came easily 
into position. The ligature was then removed from the sub- 
davian, and the wound closed. The circulation in the arm re- 
turned immediately, and the patient made a good recovery, hav- 
ing a useful arm. 


FRACTURE OF ASTRAGALUS. 

Operation in fracture of the astragalus—even tho when not 
compound—is growing in favor. Ombredanne in a recent elabor- 
ate article on the subject says (Journal of the American Medical 
Association) that the symptoms of a fracture of the body and neck 
of the astragalus are the dislocation en masse of the foot in- 
wards, with or without inward reversal of the sole. This deform- 
ation is almost pathognomonic if the malleoli are intact. Frac- 
ture of the posterior tubercles is characterized by persistent im- 
Dotence of the member, pternalgia or achillodynia. A fracture of 
the body or neck of the astragalus, he declares, requires its en- 


it lay deeply down behind the greatly enlarged prostate so that 


tire removal at once. If the posterior tubercles are fractured 
(confirmed by radiography) and entailing inveterate achillodynia, 
extirpation of the torn out fragment is certainly advisable. Un- 
der expectant treatment fractures of the astragalus lead to an- 
kylosis or at least absolute impossibility to walk (cases of Mol- 
liere, Monod and others). On the other hand, the results after 
astragalectomy are absolutely perfect (Russell, Hancock, Des- 
fosses and others). There does not seem to be any advantage 
in leaving the head in place. The indications for astragalectomy 
are even more imperative in case of compound fractures. 


OPERATION FOR TUBERCULOUS PERITONITIS. 


In Maritime Medical News Dr. Arthur Birt, of Berwick, N. ° 

S., reports an abdominal section in a girl of 20 in which he found 
the peritoneum extremely hyperemic and much thickened. <A 
gush of straw-colored serous fluid foHowed its opening. This was 
slowly syphoned off. Examination of the peritoneal cavity now 
showed the whole of that membrane to be more or iess thickly 
covered with miliary tubercles of varying size, the sensation 
imparted being, to use Watson-Cheyne’s expression, like putting 
one’s finger into a bag of rice. The tubercles seemed especially 
thick in the pelvic and kidney regions, but great numbers were 
also present on the reddened inflamed-looking intestines. No 
signs of intestinal ulceration, no enlarged mesenteric glands, no 
definite thickening of tubes or appendix could be made out on 
gentle palpation. There were a few flakes of lymph on the in- 
testines but no adhesions. The peritoneal cavity was got fairly 
empty by tilting up slightly and swabbing the pelvis with gauze 
sponges on a long holder. The wound was then sutured in one 
layer, and a continuous suture run thru the skin. A strapping of 
adhesive plaster over a large dry dressing completed the pro- 
cedure. The immediate after-history was uneventful. The pulse 
and temperature promptly fell. Her appetite quickly returned. 
The wound did not heal quite well, a stitch abscess occurring and 
the scar seemingly somewhat weak and inclined to break down. 
She got up however on the twenty-eighth day, wearing an ab- 
dominal support and strapping. She did nicely for nearly two 
months and gained many pounds in weight. Then the fluid com- 
menced to reaccumulate and the improvement halted. A second 
laparotomy was being considered when she developt a double 
tubercular pleursy (probably thru the lymphatics of the dia- 
phragm), and was again desperately ill, losing weight rapidly. 
She was aspirated on the right side and about twenty ounces 
of fluid drawn off—that on the left side slowly disappeared. She 
was in bed three or four weeks, after which improvement began 
again and has slowly but steadily continued. She is now looking 
as well as ever she did. The lungs still seem to be uninvolved, 
tho the adherent and doubtlessly greatly thickened pleurae, with 
their (let us hope) obsolete tubercles are of course a constant men- 
ace. 


SARCOMA OF THE SHOULDER, 


Dr. J. Alex. Hutchinson reported to the Canadian Medical 
Association an amputation of the shoulder for sarcoma at the 
joint, with a successful termination. There was a history of pre- 
vious injury to the shoulder, followed by the development of a 
growth in the head of the humerus, accompanied by intense pain. 
An X-Ray examination of the parts revealed the presence of a 
large growth which invaded the joint, and involved the scapula. 
The patient was in an extremely unsatisfactory condition for 
operation, and presented evidence of markt cardiac disease, but 
was nevertheless subjected to operation. The incision extended 
from the middle of the clavicle in front down over the pectoral 
regions to the lower part of the axilla, and behind, passing over 
the scapula down to meet the anterior incision. After severing 
the middle of the clavicle, the great vessels were ligated, the 
brachial nerves divided high up, the muscles divided and wwe 
scapula freed from its attachments. There was little hemorrhage 
and the wound healed readily. Microscopic examination of the 
growth showed it to be a mixt spindle and round-celled myeloid 
sarcoma. : 


FOREIGN BODIES IN THE APPENDIX. 


At the Canadian Medical Association Dr. James Bell, of Mon- 
treal, read a paper on this subject in which he expresst the opin- 
ion that appendicitis never depends on the presence of foreign 
bodies in the lumen of the appendix. There is little doubt, how- 
ever, that when foreign bodies gain entrance accidentally into 
the appendix they aggravate an otherwise septic infection. Among 
the foreign bodies which he has found in the appendix are, in 


two cases pins, in two cases seeds, in one case wood-fiber, in one 
case gall-stone, and in another case a fish-bone. 
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GYNECOLOGICAL NOTES. 


re POST-MORTEM CESARIAN SECTION. 


The following interesting case is reported to the Canadian 
Journal of Medicine and Surgery by Drs. W. J. Fletcher, T. S. 
Webster and W. J. Wilson. Mrs. T., aged 35, was pregnant for 
the third time, about eight months. Previous pregnancies nor- 
mal. For the first three or four months of last pregnancy vom- 
ited a good deal, but had no treatment for it. On October 16th 
last had an unusually severe attack of headache and sick stom- 
ach, which lasted, with short intermissions, for four days. After 
this felt well with the exception of dizzy spells more or less every 
day. Nov. 11th, at 4:30 p. m., while engaged cooking supper, was 
seized with vomiting. Her dinner came up undigested. She 
lay down on a lounge and became unconscious, and Dr. W. J. 
Fletcher, her family physician, was called. He found patient «n- 
conscious and pupils very widely dilated. After about five min- 
utes she recognized doctor and friends, and complained of severe 
pain in her head and sick stomach. She then lapst into deep 
coma. Some urine was drawn by catheter, and found Sp. Gr. 
1020 acid, and no albumin. This was the same as on several 
previous examinations. Dr. T. S. Webster was called at 9:15 p. 
m. in consultation, when cerebral hemorrhage was diagnosed and 
emptying the uterus suggested. Preparations were being made 
for this, and Dr. W. J. Wilson was telephoned for by Dr. Web- 
ster, who had gone over to the Western Hospital. On his return 
with Dr. Wilson, Dr. Fletcher said patient had been dead about 
ten minutes. On examination the fetal heart could :.till be heard. 
Cesarian section was rapidly performed. The patient died at 
10:35 p. m. The child was removed from the uterus at 10:45. 
The cord was cut and let bleed for awhile. The blood from it 
was very dark. Artificial respiration was resorted to and the 
lungs inflated by blowing in the mouth. For the first five min- 
utes the only improvement was a better heart-beat as heard by 
the stethoscope, then a faint effort at respiration and after forty 
minutes’ hard work the child was breathing freely and was hand- 
ed over to the nurse. The child lived twelve hours. The result 
might have been better for child if delivered sooner, as suggested 
by Dr. Fletcher, but the friends would not at that moment con- 
sent to the section. 


RECURRENT ECTOPIC PREGNANCY. 


At the Toronto Pathological Society Dr. J. Algernon Temple 
presented a specimen removed from a woman forty-five years 
of age. A year ago she consulted her physician, presenting to 
him an excoriated nipple. At that time he examined her very 
carefully and found no growth in the breast at all. He_ tried 
various applications to effect a cure but failed to do so. He did 
not see the case then for eight or ten months, when she again 
came under his observation, and he noticed that there was a lump 
immediately beneath the nipple. As disease is very frequently 
associated with cancerous deposit in the breast (as Paget pointed 
out and other writers since that time) the doctor took her to Dr. 
Temple who found that the cancerous deposit was situated im- 
mediately beneath the nipple. In this woman there was a very 
thin ichorous discharge issuing from the nipple. The history 
would lead clearly to be “Paget’s nipple’ which Thin describes 
now as “malignant dermatitis,’ and leads to duct-cancer. Dr. 
Temple removed the entire breast with all of the fatty tissue 
clean down to the pectoral muscle. 


PREGNANCY AFTER DOUBLE OVARIOTOMY. 


Montreal Medical Journal says that Dr. A. Doran removed a 
cystic tumor of the right ovary fourteen years after a similar 
growth on the left side had been removed. The patient not only 
menstruated regularly, after the second ovariotomy. but bore 
a child to term two years after the second operation. The opera- 
tor at the second operation found the stump of the ovary, re- 
moved fourteen years before, reduced to a small tubercle. He 
concludes that .he must have failed to include the tube in his 
ligature at the base of the tumor of the second operation, and 
that some ovarian tissue must have been left behind. Doran has 
collected nine other cases where pregnancy is reported to have 
followed double ovariotomy. In his analysis of the reports of 
these cases he shows the possibility that in all of these cases 
portions of ovarian tissue may have been left behind. He also 
makes a study of cases of pregnancy following ligature (and 
even section) of the Fallopian tubes, and concludes that in these 
cases the ligature either loosens or ulcerates thru the tube, which 
heals behind it without complete stricture of its canal. 


TWO SUCCESSFUL SECTIONS FOR TUBAL PREGNANCY, 
Two cases of ruptured tubal pregnancy are reported to Mar- 
itime Medical News by Dr. N. S. Fraser, of St. Johns, Newfound- 
land. He operated on both cases and saved both women. 


SENILE ENDOMETRITIS, 


Dr. A. Lapthorn Smith, of Montreal, reveiwing a paper on 
this subject by Goelet, of New York, says (Canada Medical Rec- 
ord) that the symptoms resemble in some respects those of can- 
cer—there is an offensive discharge in a woman well advanced 
in years, long past the menopause, with an emaciated, cachetic 
condition of the system, associated with which there may be «# 
granular erosion of the cervix or about the external os and a his- 
tory of more or less irregular bleeding. There will be impaired di- 
gestion, loss of appetite, insomnia, nervousness, cold extremities 
and a poor circulation, an itching of the skin not necessarily con- 
fined to the genitals, headache, particularly at the top of the head 
or below the occipital region. There is a pent-up discharge with- 
in the uterus which decomposes, and when its presence in suili- 
cient quantity has set up contractions and is expelled, it burns 
and excoriates the vagina and vulva, which will then become coy- 
ered with red spots, especially if it is very acrid. The treatment 
which Dr. Goelet advocates is summed up in the one word, drain- 
age, which he thinks is best obtained by the negative pole of the 
galvanic battery, five or ten milliamperes for three to five min- 
utes, just sufficient to cause relaxation and to allow the electrode 
to move freely thru the canal. At first these applications may 
be extremely painful, but usually after the second or third, no 
pain wiil attend them. They should be continued twice a week 
until there is no more diseased discharge to drain, by which time 
the irritation of the vulva and vagina is relieved. Smith says he 
can testify to the success of this treatment in several of his own 
cases. He gives his patients an alkaline mixture, and applies 
yellow oxide of mercury to the vagina to protect it from the 
discharge until the latter has been stopt. 


RECTAL GONORRHEA IN WOMEN, 


From the proximity of the rectum to the vagina gonorrheal 
infection of the rectum is of more frequent occurrence in women 
than in men. In its treatment calomel by the mouth will be 
found of advantage : reducing inflammation and relieving conges- 
tion of the hemorrhoidal veins. The anus should be bathed twice 
daily with hydrogen dioxide, and an enema of one ounce of sat- 
urated solution of boric acid in one pint of water given. This 
should be followed by the application of an ointment consisting 
of calomel 4, ichthyol 4, lanolin 30. By this plan the disease can 
be cured in-from four to eight weeks. 


TREATMENT OF FIBROIDS, 


Dr. Lapthorn Smith, of Montreal, formerly was an enthusias- 
tie advocate for the Apostoli treatment, but in a late article he 
says: The only treatment in my opinion which we are at present 
justified in entertaining is abdominal hysterectomy, taking the 
uterus off at the internal os and leaving the cervix. By our pres- 
ent modern method, proposed by Plyn and introduced by Kelly, 
beginning with the ovarian artery on the easy side and going 
down that broad ligament across the uterus and coming up on 
the difficult side, we are able to perform the operation quickly 
and almost always without losing an ounce of blood, and yet 
we are able to deal with all complications that we may encoun- 
ter such as diseased tubes and ovaries and cysts of the broad 
ligament. In fact the immense reduction in the mortality rate 
has completely altered my views as to the proper method of treat- 
ment; for when I was assistant to Professor Trenholme twenty 
years ago, the death rate then being nearly fifty per cent., I was 
much opposed to the operation and eagerly embraced electricity 
as an alternative when Apostoli introduced it fifteen years ago; 
yet now I am just as strongly in favor of the operation because 
during the last two years and a half my own death rate has only 
been one in eighteen cases, and even that was due to cerebral 
hemorrhage during the operation, as the woman, fifty-six years 
of age, awoke with hemiplegia and died four days later with 4 
normal pulse and temperature. Altho I still employ electricity 
in two or three cases a year to stop hemorrhage and arrest the 
growth of fibroids, I do not care for it on account of the time 
and trouble it requires, and I much prefer the operation because 
such a Satisfactory result is thus obtained with a very small ex- 
penditure of time, a result which is well worth the very small 


risk which is now incurred by those who submit to operation. 
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